Clinical supervision and training with multidisciplinary staff in a day treatment program for emotionally troubled children and their families. by Schultz, Michael John
University of Massachusetts Amherst
ScholarWorks@UMass Amherst
Doctoral Dissertations 1896 - February 2014
1-1-1991
Clinical supervision and training with
multidisciplinary staff in a day treatment program
for emotionally troubled children and their families.
Michael John Schultz
University of Massachusetts Amherst
Follow this and additional works at: https://scholarworks.umass.edu/dissertations_1
This Open Access Dissertation is brought to you for free and open access by ScholarWorks@UMass Amherst. It has been accepted for inclusion in
Doctoral Dissertations 1896 - February 2014 by an authorized administrator of ScholarWorks@UMass Amherst. For more information, please contact
scholarworks@library.umass.edu.
Recommended Citation
Schultz, Michael John, "Clinical supervision and training with multidisciplinary staff in a day treatment program for emotionally
troubled children and their families." (1991). Doctoral Dissertations 1896 - February 2014. 4808.
https://scholarworks.umass.edu/dissertations_1/4808

CLINICAL SUPERVISION AND TRAINING WITH MULTIDISCIPLINARY STAFF 
IN A DAY TREATMENT PROGRAM FOR EMOTIONALLY TROUBLED CHILDREN 
AND THEIR FAMILIES 
A Dissertation Presented 
by 
MICHAEL JOHN SCHULTZ 
Submitted to the Graduate School of the 
University of Massachusetts in partial fulfillment 
of the requirements for the degree of 
DOCTOR OF EDUCATION 
February, 1991 
School of Education 
(c) Copyright by Michael John Schultz 1991 
All Rights Reserved 
CLINICAL SUPERVISION AND TRAINING WITH MULTIDISCIPLINARY STAFF 
IN A DAY TREATMENT PROGRAM FOR EMOTIONALLY TROUBLED CHILDREN 
AND THEIR FAMILIES 
A Dissertation Presented 
by 
MICHAEL JOHN SCHULTZ 
ACKNOWLEDGMENTS 
This study was made possible through the cooperative and dedicated 
efforts of students, families, and staff members of the Children's 
Partial Hospital Program. I would like to extend special appreciation 
for the many spontaneous acts of generosity you have blessed me with. 
It was an honor to be with you. 
During the winding course of the dissertation, my committee's 
confidence in me and interest in our work was testimony to the 
collaborative process in motion. Thank you Dr. Bill Matthews for 
knowing when to talk baseball, and helping me to keep this project in 
perspective. 
Thank you Janine Roberts and Lynn Hoffman for access to your 
wisdom and caring at a moment's notice. I have carried your ideas and 
thoughts with me throughout the process. A very special thanks to 
David Haddad and Ira Gorman for your collegiality and constant support. 
To Ray Bibisi and Cindy Hyatt—together we have experienced tragedy and 
triumph—and a lifelong circle of friendship. Also to Ms. Ellen Dibble 
(who happens to be typing this now)—thank you for sharing your humor 
and reservoir of skills in a refreshing way. 
Most of all, this project was inspired by my family. To my 
parents, Marion and John, from the very moment of my existence you have 
iv 
loved me unconditionally—and shared with me the power of kindness and 
relationship. To John, Olivia, Barbara, Joe, Jeff, Hazel, and Kevin— 
the saga continues. To my dearest Agnes—my deepest love and 
appreciation for the spirit of your persona. And to Uncle John—who 
lived courageously and truthfully—and showed me the way of artful 
compromise through conversation with a gleam in his eyes. 
Diedra, my companion, friend, and lover. You of all people 
understand the struggles and triumphs. You have been the anchor 
throughout, and we will continue in love tomorrow. 
v 
ABSTRACT 
CLINICAL SUPERVISION AND TRAINING WITH MULTIDISCIPLINARY STAFF 
IN A DAY TREATMENT PROGRAM FOR EMOTIONALLY TROUBLED CHILDREN 
AND THEIR FAMILIES 
FEBRUARY, 1991 
MICHAEL JOHN SCHULTZ, B.A., CENTRAL CONNECTICUT STATE UNIVERSITY 
M.A., LESLEY COLLEGE, Ed.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: William J. Matthews, Ph.D. 
This research was a case study using the methodology of 
participant observation, and examined the effects of a specialized 
supervision and training model used with multidisciplinary staff in the 
Children’s Partial Hospital Program, affiliated with Elmcrest 
Psychiatric Institute of Portland, Connecticut. Three distinct 
supervision and training sessions were designed, implemented, and 
evaluated by the researcher and participants in the study as the 
primary data source. 
Prior to the implementation of multidisciplinary sessions, 
participants shared their experiences and perceptions about supervision 
in the program through a survey questionnaire and individual 
interviews. The three weekly supervision and training sessions were 
then developed based on the ideas generated by this information. 
For 6 months, the three sessions were observed and participants 
interviewed. Information was also gathered through three large group 
vi 
evaluation interviews with participants when sessions were designed, at 
the midpoint, and at the end of the 6-month period. Examination of 
program documents and written assessment instruments were used to 
provide another means of evaluating the efficacy of sessions, and 
experiences of participants. 
The findings highlight clearly those aspects of sessions that 
contribute to an effective level of canmunication and collaboration 
among professional groups, and those which impede a productive level of 
team functioning. While all three groups were designed to include 
representatives from each discipline, the process of supervision and 
structure of the three sessions were very different from one another. 
The nature of leadership in the program and during each session 
was the major factor that influenced the interactions among 
participants, and the functioning of the multidisciplinary team. There 
were widespread differences among supervisors in experience, training, 
and philosophical beliefs related to the process of supervision. As a 
result, supervision was carried out according to the idiosyncratic 
style of the supervisor, and participants considered seme sessions to 
be more useful than others. 
The relationships among team members were organized in discipline- 
centered and compartmentalized groups. Hierarchical conflicts appeared 
to contribute to the dichotomy, which in part was related to the 
infrequency of interactions among professional groups, rather than 
differences in theoretical orientation. Despite the conflicts among 
Vll 
disciplines, striking similarities were reported by participants within 
different groups when describing features of positive relationships. 
This research, which appeared to be the first study of clinical 
supervision and training with multidisciplinary professionals in a 
child- and family-centered program, included discussions of research 
design problems, elements to include in designing and implementing 
supervision and training programs and recommendations for further 
research. 
• • • 
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CHAPTER I 
INTRODUCTION AND STATEMENT OF THE PROBLEM 
Introduction 
The process of supervision has been the primary format for 
training through the years that psychotherapy has been taught as a 
discipline. In traditional day and residential treatment centers for 
children and adolescents, supervision and training for 
multidisciplinary staff is typically carried out within the confines of 
each professional discipline, often creating philosophical conflicts 
that can impede the functioning of clients and the quality of services 
delivered. The major purpose of this dissertation was to examine, 
through participant observation and a case study approach, the effects 
of a specialized supervision and training model used with 
multidisciplinary staff in a day treatment program for emotionally 
troubled children ages 6 to 12 and their families. First, three weekly 
supervision and training sessions were developed based on the 
suggestions of participants in the study. This information was 
produced by a survey questionnaire designed to evaluate the staff's 
experiences and perceptions about the structure of supervision in the 
program. Field observations were conducted over a 6-month period with 
an emphasis on gathering information about (1) the nature of 
leadership, (2) the exercise of supervision, (3) the group process and 
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interactions among participants, and (4) the influence of the training 
sessions on the major activities in the program. Hypotheses were 
generated for future research of supervision in multidisciplinary 
settings that work with children and their families, as well as 
recommendations made for designing, implementing, and evaluating 
supervision and training programs. 
Statement of the Problem and Rationale 
The problem motivating this research was the absence of a 
comprehensive multidisciplinary model of supervision and training of 
staff in the psychological literature pertaining to the treatment of 
children and their families. In traditional day and residential 
settings, multidisciplinary professionals often possess conflicting 
ideas and theoretical positions about the problems experienced by 
students and their families. For instance, educational staff may 
recognize a student's aggressive behavior as being related to the 
frustration of having a learning problem; milieu staff may consider the 
same student's behavior as being the result of developmentally delayed 
social abilities; and a family therapist may interpret the meaning of 
the behavior as being a functional response to the student's familial 
and social context. While each formulation may have a sound 
philosophical and pragmatic basis, therapeutic approaches and 
interventions can be qualitatively different, requiring staff connected 
with the student to be appropriately informed of the contribution of 
other professionals. Family therapists and systems consultants in 
recent years have referred to this configuration of relationships among 
various professionals as the "meaningful system" [Imber-Black, 1985], 
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the "significant system" [Boscolo et al., 1987], and the "problem- 
determined system" [Anderson et al., 1987]. 
The Children's Partial Hospital Program (CPHP), affiliated with 
Elmcrest Psychiatric Institute of Portland, Connecticut (EPI), was 
selected as an appropriate research setting due to the presence of 
various professionals who have different levels of experience, 
training, and philosophical beliefs. The majority of staff interviewed 
prior to the research period expressed concern related to a lack of 
communication and consistency across professional disciplines, 
particularly acknowledging that clinical supervision and staff training 
had been set aside in favor of day-to-day crisis management. This 
absence of supervision and dialogue had left direct care staff 
(clinicians, educators, milieu) feeling undersupervised and 
overwhelmed. Because administrative action had not facilitated a 
functional supervision structure both within and across professional 
disciplines, a "direct care paradox" [Schultz, in press] had evolved in 
which staff with the least amount of experience and training assumed 
the most direct care responsibility for students. 
The development and implementation of three additional 
multidisciplinary supervision and training sessions per week was 
designed to promote an increased level of dialogue and participation 
among staff in the CPHP. The distinct functions of the sessions were 
created based on a survey questionnaire, discussions with all staff, 
and needs of the program as described by the participants in the study. 
The focus of the study was subsequently guided by the experiences and 
perspective of staff prior to and during the research process. The 
objective of the research was to implement and evaluate a model of 
supervision and training that encouraged collaboration and 
participation among various professionals. Describing and evaluating 
this approach helps to educate others about its place in the field. 
Purpose of the Study 
This study had three main goals. The first goal was to examine 
the perceptions of staff as to what elements of training contributed t 
interactions with other staff and their own work performance. This 
information was collected by self-report, group interviews, and 
observation. Hypotheses about the nature of leadership, exercise of 
supervision, and influences of the training sessions on the major 
activities in the program were presented in this research. 
A second goal was to begin to clarify the theoretical and 
contextual reasons for the ways in which supervision and training is 
structured. Most supervision approaches in specialized day and 
residential treatment programs seem to be primarily based on 
idiosyncratic beliefs of administrators, rather than having a solid 
theoretical base. 
Finally, hypotheses were generated for the future study of 
supervision and training in multidisciplinary settings that work with 
children and their families. At the end of the study, the writer 
presented formative feedback to the agency that participated in the 
research. Recommendations were made regarding changes in the 
supervision and training model that was studied. 
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Methodology 
The CPHP was established in September of 1987 to serve the 
psychoeducational needs of children and their families in a day 
treatment setting. The program was designed to provide a less 
restrictive therapeutic experience for children who were traditionally 
placed in inpatient units or residential treatment centers. A wide 
range of services were offered including a therapeutic school 
environment, creative therapies (art, drama, movement, music, 
recreation), and more traditional forms of intervention including 
individual, group, and family psychotherapy. A multidisciplinary team 
approach was used, with staff representing the fields of counseling, 
education, expressive therapy, psychiatry, psychology, and social work. 
The CPHP was selected for this study due to the relatively high level 
of family involvement within the context of a therapeutic community, 
and the diversity of professionals involved with students. 
This research was a case study using the methodology of 
participant observation. Once the location for the study was 
identified, staff members were provided a survey questionnaire designed 
to assess their experiences and perceptions about supervision and 
training within the program. Next, individual interviews took place to 
clarify the evaluations, and suggestions were recorded for ways to 
improve the structure of supervision in the program. Three weekly 
supervision and training sessions were then developed based on the 
ideas generated by the survey questionnaire and interviews. The 
function and objective of each group session was accepted by consensus 
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during a meeting facilitated by the researcher approximately one week 
before data collection began. 
Contact was made with the participants throughout the data 
collection process. Information was gathered in four different ways, 
as there is a need to diversify the information base in a case study 
[Patton, 1980]. The four instruments were (1) observation by this 
researcher and interviews with participants, (2) three large group 
interviews arranged when training sessions began, at the midpoint, and 
end of the 6-month period, (3) self-report of participants in specified 
areas of collaboration with professionals across discipline, as well as 
their colleagues assessment of those same areas through written 
evaluations, and (4) perceptions of participants regarding the manner 
in which the sessions influenced their work. 
An important part of this study was breaking down supervision 
processes into specific areas to examine. Four aspects of group 
supervision were used as a means of organizing the data, including 
(1) educational, (2) supportive, (3) intervention/planning, and 
(4) administrative. Group and team functioning during each of the 
training sessions was analyzed, with an emphasis on (1) the nature of 
leadership, (2) the exercise of supervision, (3) the group process and 
interactions among participants, and (4) the influence of each session 
on the major activities in the program. A detailed description of each 
session appears in chapter 3 of this study. 
Significance of the Study 
In the New England states and the program studied, the approximate 
cost of one year of specialized day and residential treatment for 
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emotionally troubled youth is $50,000 [Trieschman Center, Boston, MA, 
January 1989]. Despite this significant amount, children and 
adolescents in these programs often require repeated placements and 
specialized services for many years beyond the day treatment 
experience. Quality day and residential services are hard to find in 
which students are prepared for re-entry into mainstream schools. The 
philosophical perspectives of staff are often contradictory and 
"discipline-centered" [Schultz, in press], creating territorial issues 
defined by professional affiliation that can impede the functioning of 
clients. 
While the literature on clinical supervision continues to expand 
within disciplines, few studies or articles have examined training 
across disciplines. Staff training and development is generally 
conducted within the confines of each professional discipline, and is 
limited to the theoretical orientation of those involved in the 
supervision process. Since most day and residential programs 
incorporate the skills of clinical, educational, and milieu staff, this 
study challenges traditional programs in which supervision takes place 
mainly within professional discipline, and which consequently 
discourages an effective level of canmunication and consistency among 
professional groups. 
Family Therapy in Psychoeducational Programs 
During the last decade, a significant shift from an emphasis on 
child placement to a concentration on family support has occurred 
throughout the field. There are a variety of factors that appear to 
influence this shift in perspective, most notably, the clear changes in 
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child welfare policy originating outside the child and group care 
profession [Kagan and Schlosberg, 1988]. A growing and compelling body 
of research has confirmed the importance of continued parental and 
familial involvement with children in specialized programs [Harbin, 
1985; Tracy, 1988]. The inclusion of families in specialized programs 
has profound implications for the mission of agencies, the range and 
delivery of treatment services, and the structure of the staff system. 
Most of the published articles on the area of integrating family 
therapy in psychiatric milieu settings are brief descriptive reports of 
one program. Few programs have been described in enough detail to be 
replicated, nor have they provided specific guidelines for designing 
and implementing family-centered group care programs, including 
supervision and training of staff, and methods for evaluation. 
The efficacy of supervision in the field needs to be more clearly 
defined. Programs continue to operate with little attention paid to 
quality control and/or feedback on effective training that will improve 
staff functioning and the delivery of services to clients. This study 
offers a detailed description of one model so that people in the field 
can use different aspects to make more educated choices when designing 
and implementing training programs. This will increase the 
possibilities for generalizability of supervision and training models 
used in multidisciplinary settings that work with children and 
families. Various aspects of supervision and training with 
multidisciplinary staff that are effective are also highlighted. 
Finally, supervision and training within agencies often give way 
to the financial problems of many programs, and for the crisis 
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management of students. Administrative support and interest for staff 
development is necessary in creating an appropriate supervision 
structure within agencies. A philosophically focused system that 
recognizes and incorporates the creativity and skill of all staff can 
greatly reduce the potential for burnout and turnover that plague many 
day and residential treatment programs for children and families. 
Limitations of the Study 
There were several important limitations to this study. One is 
that the participants were already preselected based on the hiring 
practices of the agency. This means that the sample of participants 
was not random. Requirements for employment mean that there may have 
been a bias already toward certain skills and experiences that 
administrators consider to be important. 
Due to the relatively small number of people that were involved in 
the study, the sample is only large enough to point to directions for 
future work. A significant change in personnel developed at about the 
mid-point of data collection involving the leaving of the associate 
director. Some organizational shifts and structural changes were 
undoubtedly influenced by this, although it is difficult to identify to 
what degree. Also, due to the fluctuation in census among students and 
the inclusion of interns at various times during the research period, 
the number of staff did not remain constant. 
My role as participant observer was preceded by my position as 
primary therapist for one of two clinical teams in the program. The 
research component of my work was subsequently assumed in addition to 
ny responsibility as a professional in the program, including 
10 
supervisory functions with the multidisciplinary team. Also, 
participants were informed prior to the study that the researcher would 
be changing his professional position within the larger agency context 
about one month before the end of data collection. The extent to which 
this affected the study is not clear. Peer debriefers and member 
checking [Lincoln and Guba, 1985] were utilized as a means of 
addressing problems of reliability and validity. 
Finally, the fact that people knew they were part of a study might 
have skewed the results, as they worked harder to show that they are 
competent professionals. Also, because the majority of participants 
had a pre-existing relationship with the researcher, the possibility 
for "being a helpful participant" was more likely. The fact that the 
CFHP is a relatively small and adjunct program within the context of a 
large psychiatric hospital invariably led to sane contamination of the 
study. 
Definition of Terms 
1. Alliances: Two or more members of a family who are united around a 
common interest or task. In this study, the term was used to 
describe relationships among staff members. 
2. Circular questioning: An interviewing format initially developed by 
the Milan Associates [Selvini et a ., 1978] that is based on 
Bateson's statement that "information is a difference." The basic 
tenet for interviewers is to ask questions that address a 
difference or define a relationship. In this study, circular 
questioning was utilized by the researcher in supervision groups 
to emphasize difference and circularity within the staff system. 
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3. Clinical availability: The highly accessible role of the primary 
therapist to the student and staff communities in the therapeutic 
milieu. This was developed to provide a comprehensive and 
consistent level of supervision and training to all staff through 
an increase in the frequency and duration of staff meetings and 
staff interactions. 
4. Clinical staff: This refers to professional staff with a minimum of 
a master's degree such as counselors, psychiatrists, 
psychologists, and social workers who have specialized training in 
individual, group, and family psychotherapy, among others. 
5. Coalitions: A (usually) covert alliance between two family members 
against a third [Minuchin, 1974]. In this study, the term was 
used to describe interactional patterns among staff and different 
professional groups. 
6. Deviation-amplification processes: All processes of mutual causal 
relationships that amplify an insignificant event, build up 
deviation, departing from the initial state [Maruyama, 1968]. 
7. Family Systems theory: An orientation which conceptualizes the 
members of a family as elements in a circuit of interaction. It 
abandons the causal-mechanistic view of phenomena and replaces it 
with the view that every family member influences others, but is 
in turn influenced by those same members [Roberts, 1982; Selvini 
et al., 1978] . 
8. Group intervision: A collaborative peer consultative model in which 
group members provide advice to each other in a non-hierarchical 
fashion [Defrank-Lynch and Lynch, 1981]. In this study, the term 
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intervision was used to describe the aim of the family team 
seminar as being a collaborative process, and to reinforce the 
notion that all group members have different forms of expertise at 
different times. 
9. Live supervision: As a trainee works with a family, they are 
observed at the same time by an experienced therapist either 
through a one-way mirror, or by the therapist working with them in 
the session [Roberts, 1982] . 
10. Multidisciplinary team: Encompasses the various staff members in 
the treatment center that represent the fields of counseling, 
education, expressive therapy, nursing, psychiatry, psychology, 
and social work. Each member represented is responsible for 
developing treatment assessments and interventions both within the 
context of their own areas of expertise and through collaboration 
with the team. 
11. Psychoeducational: Refers to the inclusion of social and emotional 
educational skill development within the context of specialized 
academic intervention. This model attempts to integrate problems 
associated with learning and psychological development in 
therapeutic community environments. 
12. Strategic family therapy: Models of assessing and working with 
families which examine homeostasis and change by concentrating on 
the repeating sequences of interaction. Change is thought to come 
about by changing important family rules, or by small changes in 
feedback loops which lead to progressively larger changes 
[Roberts, 1982]. 
13 
13. Structural assessment: An analysis or diagnosis of a family's 
interactions in its current context [Minuchin, 1974]. This paper 
used a structural assessment to provide an analysis of the 
interactions of staff in the program. 
14. Structural family therapy: A model of assessing and working with 
families which emphasizes the organizational aspects of family 
hierarchy, subsystems, alliances and coalitions. Change is 
thought to come about by shifts in these organizational patterns 
[Minuchin, 1974]. 
15. Subsystems: Divisions in families determined by the tasks, sex, 
functions, and/or generations [Minuchin, 1974]. In this study, 
the term was used to describe the different functions, roles, and 
tasks of the staff. 
CHAPTER II 
REVIEW OF RELATED LITERATURE 
Organization of the Chapter 
This chapter is divided into two main parts. The first half 
describes the supervision literature related to specialized day, 
residential, and inpatient psychiatric milieu settings. The second 
half reviews the literature on family therapy in milieu programs for 
children and adolescents, and three methods of team supervision used in 
the family therapy field. 
The program that was studied includes professional and 
paraprofessional staff from the field of counseling, education, 
expressive therapy, psychiatry, psychology, and social work. Student 
interns in the program were enrolled in bachelor's and master's level 
training in dance and movement therapy, education, and social work. 
Interns were supervised primarily by professional staff within their 
related discipline, and were involved in the multidisciplinary 
trainings examined in the research. 
The CPHP offered students and their families a wide range of 
therapeutic services that included individual, group, and family 
psychotherapy; a therapeutic school environment, milieu therapy, and 
creative therapies such as dance, movement, art, and recreation. 
Family participation was an integral component of the student's 
14 
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psychoeducational treatment plan, and in additional to weekly family 
therapy, family members were involved in weekly parent and sibling 
groups. This relatively high level of family involvement within the 
context of the therapeutic milieu was a primary reason the program was 
selected for the study. 
The first part of the chapter has three emphases. It opens with a 
definition of supervision and training accepted by the major 
disciplines represented in the study, and a listing of five 
commonalities of supervision processes that I have identified in the 
literature that seem to exist despite the theoretical orientation of 
the author(s). Next, the common features of therapeutic communities 
are reviewed, with an emphasis on the group care models that work with 
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children and adolescents. The implications for the supervision and 
training of multidisciplinary staff is the third focus of this section. 
Besides description, this part of the paper has the function of 
differentiating supervision approaches used in multidisciplinary 
settings that incorporate the skills of professionals with different 
levels of experience, training, and philosophical beliefs; work that 
has received little attention in the literature to date. 
The second half of this review is divided into two sections. 
First, the contribution of family therapy in the specialized day and 
residential treatment of children and their families is presented. 
Next, three models of group supervision is described with a focus on 
the "team process" that transpires among participants with regard to 
leadership, roles, rules, and theoretical underpinnings. The models 
presented are the Collaborative Team developed by Evan Imber 
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Coppersmith at the University of Massachusetts in Amherst [Roberts, 
1981, 1982, 1983a, 1983b), the Supervisor-guided approach originated by 
Jay Haley [Haley, 1976; Roberts, 1981, 1982, 1983a, 1983b], and the 
Reflecting Team created by Tom Andersen [1987]. 
Definition and Objective of Supervision 
The term "supervisor" as used by the general public usually refers 
to an organizational representative who assumes responsibility for the 
performance of other employees. Thus conceived, the supervisory role 
is largely administrative and is designed to facilitate a functional 
degree of effectiveness and efficiency within organizations. The 
supervisory responsibility typically involves the training and 
development of employees in which the hierarchy is clearly stated. 
The common aspects of supervision described in the literature 
among counselors, educators, psychiatrists, psychologists, and social 
workers has been well documented [Doehrman, 1976; Ekstein and 
Wallerstein, 1958; Kurpius et al., 1977; Liddle and Saba, 1983; 
Roberts, 1983; Searles, 1955, 1962; Whiffen and Byng-Hall, 1982]. 
While the focus of supervision in each area is distinct in terms of 
method and context, useful elements have been retained and incorporated 
that appear to exist despite the philosophical perspective. The 
general areas that I have identified within the literature that appear 
to emerge as being important in the supervisory process include (1) the 
teaching of clinical and supervisory skills, (2) the quality and nature 
of the relationship between the supervisor and supervisee, (3) the 
therapeutic work on self and on the family-of-origin of the supervisee, 
including the effect of this "working through" on the supervisory and 
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client relationships, (4) the team concept in which supervisees learn 
from each other and from the group, and (5) an administrative function 
that encourages professional competence that is consistent with the 
mission of the agency and the needs of clients being served. Various 
opinions about the amount of attention devoted to each area exist 
throughout the literature, and appear to be the product of the 
theoretical orientation that governs the supervisory process. A 
particular emphasis on the team concept (4) and the administrative 
function (5) is discussed in chapter 4 in this study. 
The majority of the literature I have reviewed regarding 
supervision is related to the training of student interns. Kurpius et 
al. [1977] compiled a comparative review of supervision from the 
perspective of various professional disciplines, particularly involving 
the use of "supervised applied training" methods (p. 3). Contributions 
from the fields of counseling and psychotherapy, education, psychiatry, 
and social work were included. The following definition of supervision 
was accepted by all contributors: "the conceptualization, 
implementation, control, and management of training in applied settings 
and conditions." While the comparative review represents a significant 
contribution to the human service profession, the focus is limited to 
the supervision process during the training years, and does not address 
the issue of ongoing supervision for professionals and practitioners 
beyond their academic experience. Furthermore, a pragmatic and 
conceptual discussion of supervision across disciplines is not 
4« 
included, particularly with regard to settings that employ staff with 
different levels of experience, training, and philosophical beliefs. 
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In a general sense, supervision is the assignment of an 
experienced person to help a less experienced person develop 
theoretical and practical skills that will enhance their quality of 
work with clients. Ivey [1977] describes the task of an effective 
supervisor as being "analogous to that of a master craftsperson" 
[Kurpius et al., 1977, Forward]. He indicates further that "both must 
(1) impart skills, knowledge, wisdom and (2) bring out the trainee's 
inherent and natural skills so that he or she does not merely repeat 
what the master or others have done before" [Kurpius et al., 1977, 
Forward]. In a similar description. Heath [1982] reports a definition 
of Family Therapy supervision used in the late 1950s by Nathan Ackerman 
at Jewish Family Services in New York City: "Supervision is the 
transmission of knowledge and skill from one experienced practitioner 
to an inexperienced supervisee at a time" [pp. 187-194]. Even when 
there was a group of trainees, the supervisor's concern and attention 
was on the individual. This definition clearly acknowledges the 
hierarchical structure inherent in supervision, and recognizes the 
teaching of skills and imparting of knowledge as being primary 
functions in the process. 
The Therapeutic Milieu: A Generic Approach 
During the course of reviewing the literature on the concept of 
the "therapeutic milieu," a diversity of interpretations and 
perspectives have emerged [Bettelheim, 1974; Jones, 1952, 1976; Kugel 
and Wolfensberger, 1969; Rivlin and Wolfe, 1979; Trieschman et al., 
1969; Whittaker, 1979]. The term "therapeutic milieu" has been used 
interchangeably in the literature with others such as the "therapeutic 
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community" or "environment." A historical review of the literature 
suggests that the origin of utilizing the milieu as a critical 
therapeutic method in the United States was derived from social 
psychiatry in reaction to the limits of psychoanalysis in treating 
emotionally disturbed and socially maladjusted clients in institutional 
settings [Aichhorn, 1955; Bettelheim, 1949; Brendtro, 1988; Trieschman 
et al1969] . 
Usual definitions of "therapeutic" focus on a specific group of 
persons who are identified as requiring treatment [Rivlin and Wolfe, 
1979]. For the purposes of this research, principles of milieu therapy 
related to work with emotionally troubled and learning disabled 
children and adolescents is most central. From this perspective, the 
therapeutic milieu has been described as a "living and learning" 
environment, in which the events of group living such as rules, 
routines, and activities become formats for change [Whittaker, 1979, 
p. 80]. The emphasis is on using the daily events in a child's "life 
space" to teach social competence skills that can be generalized into 
other areas[(McConkey-Radetzki, 1987]. A comprehensive description of 
the milieu activities offered in the CPHP is presented in chapter 3 of 
this study. 
Although the term "milieu therapy" remains loosely defined and has 
become so generalized it appears to mean different things to different 
people, attempts have been made by clinicians and researchers to 
identify common characteristics [Ellsworth, 1983]. Stanley Eldred 
[1983] reviewed approximately 250 published reports of research 
pertaining to the milieu of a variety of treatment settings. He 
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attempted to identify qualities of effective milieu programs using 
evidence from a variety of sources, and concluded that three primary 
aspects emerged including (1) the distribution of responsibilities and 
decision making; (2) the presence of clarity in treatment programs, 
roles, and leadership; and (3) a high emphasis on staff-patient 
interactions. The chapter by Eldred, appearing in Principles and 
Practice of Milieu Therapy [Gunderson et al., 1983], was primarily 
focused on the clinical applications of milieu therapy with chronic 
adult psychiatric populations. The research evaluation and review is 
applicable and useful for this research, however, particularly as it 
relates to the structure of the staff system (i.e., the events, roles, 
interactions, and processes experienced by the participants). 
Gunderson [1978] conceptualized five major therapeutic processes 
within psychiatric milieus which he contends commonly exist in a broad 
range of programs independent of size, length of stay, population, 
staffing, and philosophy. These processes include containment, 
support, structure, involvement, and validation. They are briefly 
described below: 
1. Containment: The function of this process is to provide for 
the safety and physical well-being of clients through the use of 
appropriate staff-client ratios, locked doors and seclusion when 
protection for the community is necessary, food, shelter, medical care, 
and so on. 
2. Support: The function of this process is to facilitate a 
social environment that enhances the self-esteem of clients by 
fulfilling needs, demonstrating genuine levels of empathy and 
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unconditional positive regard [Rogers, 1951], providing reassurance in 
times of stress, actively engaging clients in areas of known 
competence, and so on. 
3. Structure: The function of this process is to create a 
"predictable organization of time, place, and person" [Gunderson, 1978, 
p. 330] in an effort to clarify roles, rules, and expectations for 
clients and staff. The teaching of social competence skills is 
achieved through programmatic activities that allow for reflection and 
immediate feedback from the community and a consistency regarding 
consequences and privileges associated with behavior. 
4. Involvement: The function of this process is to allow clients 
to actively participate in their social environment in the areas of 
decision making, program development, involvement in the therapy of 
other residents, and so forth. Clients are encouraged to assume more 
responsibility for themselves and others, with a major emphasis on the 
group process generated by the daily interactions that take place in 
the milieu. 
5. Validation: The function of this process is to affirm the 
individuality of clients that underscores the unique aspects of each 
member of the group. Such actions as regressions, vulnerabilities, 
symptoms, and limitations are considered meaningful expressions that 
are accepted and tolerated by the milieu. 
Gunderson acknowledges that no single milieu can optimally 
incorporate all five functions. Rather, he indicates that milieus 
appear to "specialize" in certain areas relative to the administrative 
philosophy and objective of the agency, client population, staffing 
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patterns, and length of participation. He provides a historical review 
that suggests that the value of each function represents trends in the 
field of psychotherapy related to institutional care. For instance, he 
asserts that the function of containment was utilized exclusively in 
the late 18th and early 19th centuries prior to the introduction of 
moral reforms by Pinel, Tuke, and Chiarugi; and is a phenomenon that 
exists today in penal institutions and large state hospitals. In 
contrast, involvement and validation were inherently preferred during 
the therapeutic community movement pioneered by Tomm Main [1946] and 
Maxwell Jones [1952, 1956], while a heavy emphasis on structure was 
instituted by Karl Menninger [1936], and Bruno Bettelheim [1950] in the 
1930s and '40s. 
Gunderson provides a useful portrayal of the potential advantages 
and liabilities of each function, and presents practical suggestions 
for administrators and clinicians interested in implementing milieu 
programs. He refers to specific characteristics and guidelines for 
direct care staff (nurses, mental health workers, child care workers) 
that is necessary to facilitate the five therapeutic processes, 
including the potential areas of concern for staff members related to 
each function. Despite the helpful range of skills and competencies 
that Gunderson presents, however, he does not include a method for 
supervision and training of various staff, nor does he offer ways in 
which the day-to-day life events of the milieu are integrated with 
other significant aspects of the client's life including family, 
school, occupational setting, and so forth. 
23 
Four fundamental themes originally suggested by Rapoport [1960] 
are still considered primary features of the therapeutic community, 
although in different situations, different emphases and modalities are 
used [Whitely, 1979]. These include democratization, permissiveness, 
reality confrontation, and communalism. Within this framework, a range 
of practices take place that characterize the basic concept of the 
therapeutic milieu including an openness of communication, utilization 
of a collaborative staff organization that discourages hierarchy, 
sharing of responsibility, decision making by consensus, analysis of 
day-to-day milieu events and interactions, and a focus on the group 
process related to norms, relationships, and roles [Morrice, 1979]. 
Although variations of these practices exist throughout the literature, 
the fundamental interests that have emerged during the course of this 
research is the function and structure of the staff system relative to 
(1) the nature of leadership, (2) the exercise of supervision and 
training, and (3) the working relationships of staff representing 
different disciplines. These areas are examined further in chapter 4 
of this study. 
Maxwell Jones [1976] refers to the therapeutic community as having 
"a social structure that is characteristically different from the more 
traditional hospital" [p. 87]. The emphasis is on free and open 
communication, and implies a "democratic, egalitarian rather than a 
traditional hierarchical organization" [p. 87]. He refers to the "open 
system" as replacing the "closed system" inherent in traditional 
medical model facilities, recognizing the importance of a two-way 
communication system that promotes frequent opportunities for 
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interaction, social learning, information sharing, and shared decision 
making. 
There is general agreement in the literature that supervision is 
carried out according to the model used to do therapy (Barnes and 
Campbell, 1982; Kaslow, 1986; Kassis and Adelpher, 1987; Keeney, 1983; 
Liddle and Saba, 1983; Liddle et al., 1988]. Keeping the unique 
features of milieu therapy in mind, it follows that the supervision and 
training of staff in these clinical settings would be reflective of the 
practice of milieu therapy. In the program studied, however, the 
therapeutic milieu operated within the context of a highly organized 
and rigid medical model, a phenomenon which led to significant 
conceptual and pragmatic conflicts. This conceptual dissonance is 
discussed further in chapter 4 of this study. The next section of this 
chapter will focus on the literature related to staff supervision and 
training in group care facilities for children and adolescents, and the 
subsequent implications for using a systemic approach in examining the 
events, processes, and relationships that influence the staff milieu. 
Supervision and Training in Specialized 
Day and Residential Treatment Programs 
Despite the significant role of supervision in the preparation of 
professionals in the human services field, there is limited literature 
and research regarding (1) supervision beyond the academic years of 
professionals and (2) collaborative supervision and training across 
professional disciplines, particularly in agencies which employ a 
variety of practitioners with different levels of experience, training, 
and philosophical beliefs. "Discipline-centered" [Schultz, in press] 
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supervision and training approaches in specialized day and residential 
treatment programs for children, adolescents, and their families appear 
to discourage communication and participation across disciplines. 
Conflicting ideas and perspectives about problems and solutions can 
consequently result in unfocused treatment plans, inconsistent use of 
interventions and "territorial issues" defined by professional 
affiliation. Family therapists and systems consultants in recent years 
have referred to this configuration of relationships among various 
professionals as the "meaningful system" [Imber-Black, 1985], the 
"significant system" [Boscolo et al., 1987], and the "problem- 
determined system" [Anderson et al., 1987].* 
Traditional day and residential treatment programs for children 
and adolescents are organized more around the needs of professional 
groups who run them than around the needs of the students they are 
designed to serve [Whittaker, 1979]. Thus conceived, many programs 
operate from a "medical model" of treatment which is an extension of 
the psychiatric team from the child guidance movement [Jones, 1976b, 
1982; Whittaker, 1970, 1971; Pappenfort et al., 1973], The 
hierarchical structure of this system is clearly defined and viewed as 
a significant symbol for professional identity in which staff roles are 
rigidly determined. In this approach, staff persons with the least 
amount of training and experience assume the most direct care 
The three concepts, as described by the authors cited, were 
intended to include any professional agency, therapist, or individual 
connected with the "client," such as probation officers, state social 
workers, public school personnel, and extended family members, among 
others. For the purposes of this research the terms will signify the 
"staff system" involved with the child and family from the CPHP. 
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responsibility for clients, a phenomenon I have previously referred to 
as the "direct care paradox" inherent in traditional programs [Schultz, 
in press]. Despite their important role, the direct care worker's 
function is usually not recognized as being "treatment" per se. 
According to the medical model orientation, "treatment" takes place in 
the context of the 50-minute hour or in the form of psychotropic 
medication. 
In the period from 1950 to the present, numerous specialties were 
elevated to professional status. While the contribution and 
consideration of multiple perspectives can be beneficial to the clients 
being served, the organizational structure of traditional programs has 
maintained a hierarchy that places limits on the value of various 
orientations. During the course of a student's experience in the CPHP, 
on a daily basis they would be expected to interact with educational 
staff, milieu specialists, creative therapists (recreation, movement, 
expression, art, music, drama), individual, group and/or family 
psychotherapists—and so on. Larry Brendtro [1988], in a presentation 
at a National Conference for Group Care Facilities, described the need 
for administrators to "develop a therapeutic philosophy" within 
agencies as a means of providing a clear sense of direction and focus 
for students, staff, and referral sources. The creation of a 
"supervision system" that encourages the participation and 
collaboration among multidisciplinary staff has received little 
attention in the supervision or psychoeducational literature to date. 
The "life-space" model for the treatment of emotionally disturbed 
children and adolescents postulated and practiced by Fritz Redl and 
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David Wineman (1957) at Pioneer House rejected role-specific 
definitions for staff in favor of a more generic approach. This 
particular model's contribution to the theoretical development of 
milieu therapy has been widely reviewed [Bettelheim, 1974; Brendtro, 
1988; Goffman, 1961; Trieschman et al.t 1968; Whittaker, 1979]. In 
this approach, all other aspects of the child's or adolescent's 
clinical program (individual therapy, educational programming) served 
as an adjunct to the processes facilitated and engineered within the 
context of the milieu. While the success of Pioneer House has been 
well documented as both a sound therapeutic system and a response to 
the limits of psychoanalysis, its discovery preceded the advent of 
family therapy, a critical therapeutic method in its own right. 
Although an abundance of literature has emerged in the past 30 
years describing various methods and issues in training direct care and 
paraprofessional staff in milieu-centered programs like Pioneer House, 
administrative and clinical supervision structures at the master's 
level or above have received little exposure. To date, there are 
relatively few training centers or universities that offer graduate 
level courses in group care, even though many graduates enter these 
agencies early in their professional careers. These same individuals 
are often placed in the position of primary therapist, supervisor, and 
administrator by virtue of their academic training, which most likely 
has not prepared them adequately for the challenges and complexities of 
group care organizations. In this regard, it is not surprising that 
many specialized day and residential treatment programs, including the 
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program selected for this research, report an alarmingly high rate of 
staff burnout, turnover, absenteeism, and apathy. 
As indicated previously, despite the presence of various 
professionals with different levels of experience, training, and 
philosophical beliefs, supervision in milieu settings is generally 
carried out within the same discipline. The CPHP, as discussed in 
chapter 4, was no exception. Hawkins [1979] advocates for staff 
training methods in therapeutic communities which are congruent with 
the "total community learning" process that he views as being central 
to the milieu model. That is, within the context of a "living and 
learning" educational environment, both staff and clients are engaged 
in a mutual process of discovery and learning, rather than there being 
a polarization between pretrained experts and clients in need. In 
order for this training to be actualized, however, the barriers to 
collaboration among the various disciplines need to be removed. 
R. D. Hinshelwood [1979] compared the supervision phenomena in the 
therapeutic community to the highly elaborated exchange system of the 
Kula in Trobriand and neighboring Pacific Islands, especially with 
regard to the "decentralized" systems that are employed. He asserts 
that the exchange commodity in the therapeutic community comes in the 
way of verbal communication and shared levels of expertise. Leadership 
is thus a product of the skill level of the individual and is shared 
appropriately depending on the circumstances that arise. Maxwell Jones 
[1968a] referred to this phenomenon as "multiple leadership, " a 
contextual leadership style that presumes development of a staff 
structure and group process that is functional and safe enough to 
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tolerate ambiguity, blurred roles, different perspectives, and shifting 
priorities. 
In recent years, family therapists like Lynn Hoffman [1989], 
Harlene Anderson [1987], and Harry Goolishian [1987] have challenged 
the notion of hierarchy in clinical settings, introducing the 
significance of "position" as being central to the "new epistemology" 
emerging in the family therapy field. This shift in philosophical 
position is called "constructivism" [von Glasersfeld, 198A], which 
holds that "the structure of our nervous system dictates that we can 
never know what is 'really' out there" [Hoffman, 1989, p. 110]. Thus 
conceived, reality is viewed as being shaped and guided by our 
experiences that are embodied in myths, premises, concepts, or belief 
systems about the world, and are reinforced by the subsequent ways in 
which we interact with our environment. The constructivist position is 
relevant to the shared reality that underscores the concept and 
openness of the therapeutic community, a stance that confronts the 
general tendency in the mental health profession to objectify reality 
and pathology. Von Glasersfeld comments further on the struggle 
between constructed reality and objective truth: 
We thus redefine "knowledge" as pertaining to invariances in the 
living organism's experience rather than to entities, structures, 
and events in an independently existing world. Correspondingly, 
we redefine "perception." It is not reception or duplication of 
information that is coming in from outside, but rather the 
construction of invariances by means of which the organism can 
assimilate and organize its experience. [von Glasersfeld, 1979, 
p. AO] 
The constructivist position has significant implications for the 
supervision and training of multidisciplinary staff that appears 
30 
congruent with the generic approaches postulated by the pioneers in the 
field of milieu therapy. Given the staff's different levels of 
experience, training, and philosophical beliefs, the ways in which 
individuals perceive and make sense of their interactions with clients 
and co-workers represent meaningful frames of reference that have the 
potential for generating enlightening information. Gregory Bateson 
[1979] describes the notion of "information" as consisting of 
"differences that make a difference" [p. 99]. These differences are 
the result of the nature of the relationship between at least two 
phenomena (or points of view); a pair of values of some variable that 
become meaningful when juxtaposed with one another, an act Bateson 
refers to as "the news of a difference" [1979, p. 68], Thus, the 
notion of supervision, particularly when carried out with a group of 
individuals holding different orientations and positions, is perhaps 
best served when the staff system promotes dialogue, participation, and 
the sharing of ideas in a structured manner. 
Family Therapy Contributions 
An increasing number of authors have described the need for 
integrating a family systems approach in specialized day and 
residential treatment programs for children and adolescents [Matthews 
and Roberts, 1988; McConkey-Radetzki, 1987; Menses and Durrant, 1987; 
Whittaker, 1979]. Of those authors cited, two articles have addressed 
the response to the implementation of a family systems approach 
[Matthews and Roberts, 1988; McConkey-Radetzki, 1987] on the staff and 
organizational structure of agencies. Imber-Coppersmith [1983] 
indicated that as families show redundant behavior patterns that 
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maintain an equilibrium so, too, do larger systems such as mental 
health agencies show similar tendencies toward homeostasis [cited in 
Matthews and Roberts, 1988]. Along these lines. Held [1982] indicated 
that the interventions used in family systems work are not only 
applicable to the larger system, but may be necessary to insure success 
of therapy and the effectiveness of the therapist within the system. 
In this regard, the incorporation and utilization of all staff in the 
"therapeutic system" of the client is necessary as a means of promoting 
consistent therapeutic goals and objectives, requiring the use of 
specialized supervision across disciplines [Schultz, in press]. 
While the efficacy of the practice of family therapy in 
psychiatric milieu settings has received increased attention in the 
professional literature [Finkelstein, 1980; Glick and Clarkin, 1982; 
Harbin, 1985; Imber-Black, 1983, 1985], the influence of a systemic 
orientation on the supervision and training of multidisciplinary staff 
remains obscure. In most of the literature I have reviewed, education 
for all staff about family therapy is suggested. Yet, most of the 
articles published on this area are brief descriptive reports of one 
program. Few programs have been described in enough detail to be 
replicated, nor have they provided specific guidelines for designing 
and implementing family-centered group care programs, including 
supervision and training of staff, and methods for evaluation. 
In more recent years, the literature has focused on the issue of 
"permanency planning" within the child welfare system, and the ways in 
which increased family involvement could be facilitated by agencies 
[Blumenthal and Weinberg, 1984; Jenson and Whittaker, 1986; Stehno, 
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1986; Tracy, 1988] . This shift from an emphasis on child placement to 
a concentration on family support represents a significant 
epistemological challenge to traditional psychiatric and group care 
facilities. Finkelstein [1980] criticizes the traditional structure of 
group care programs by pointing out that a disproportionate amount of 
time is used toward work with the child in placement, often at the 
expense of involving the family, a treatment pattern that "prolongs 
institutionalization and threatens recidivism" [p. 34]. Other articles 
supporting this view have challenged traditional settings in which 
parents and families of children in specialized programs are considered 
part of the problem, rather than as part of the solution [Harbin, 1985; 
Tracy, 1988]. These traditionally organized programs are designed to 
"adequately parent" children from "inadequate families," and make few 
attempts to include parents in decision making or the treatment 
process. 
The inclusion of families in specialized programs has profound 
implications for the mission of agencies, the range and delivery of 
treatment services, and the structure of the staff system. Blumenthal 
and Weinberg [1984] identified five primary objectives for child 
welfare services when involving parents and families including 
(1) maintain and improve parent-child relationships; (2) promote family 
cohesiveness; (3) enhance parenting skills and competence; 
(4) facilitate family reunion if possible; and (5) identify alternative 
placements when needed. The meaning of a child's admission to 
specialized programs is consequently framed within a different context 
[Bateson, 1980], one that may be considered a family intervention that 
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is conducive to change and promotes responsibility [Menses and Durrant, 
1987] . 
There are a variety of factors that appear to influence this shift 
in perspective, most notably the clear changes in child welfare policy 
originating outside the child and youth care profession [Kagan and 
Schlosberg, 1988], Laird [1979] cites the growing commitment on both a 
philosophical and theoretical level to helping children and parents 
preserve their sense of identity and connectedness. A growing and 
compelling body of research confirms the significance of continued 
parental and family involvement with children in specialized programs 
[Tracy, 1988]. This involvement comes in the way of parental visiting 
[Fansel and Shinn, 1978; Lauder et al., 1986], family support [Tracy, 
1988] , and family availability during the treatment process [Jenson and 
Whittaker, 1986; Schultz, in press]. 
The CPHP, when originally conceived, was designed to promote an 
increased level of family involvement and therapy that the child 
inpatient unit did not facilitate. Families were expected to 
participate in weekly family therapy, and weekly parent and sibling 
groups. Since the students in the CPHP generally returned to their 
family-of-origin each evening after program hours, the objectives of 
placement were constructed to integrate with the needs and dynamics of 
the family system. Despite the important family influence in the 
program, however, during the period studied only one member of the 
staff (the researcher) had significant training or experience in family 
therapy. The relevant history of the CPHP, and a description of the 
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effects of inexperienced and untrained clinicians working with 
families, is presented in more detail in chapter 4 of this study. 
Team Approaches in Family Therapy 
Group supervision in the family therapy field has included a 
variety of approaches and methods that have been well documented 
[Abels, 1977; Allen, 1976; Aponte, 1982; Haley, 1976; Liddle, 1980, 
1982; Tomm, 1987]. Creative ways of working with a team take into 
account hierarchy, group process, and consultation [Carter, 1982; 
Coppersmith, 1980, 19 82; Papp, 1977; Roberts, 1983a, 1983b]. To date, 
the literature and research regarding the use of team concepts has 
pertained to students and practitioners primarily interested in the 
field of family therapy. Although some reference to trainees within 
family therapy who have different levels of experience or academic 
exposure to systemic concepts has been noted [Roberts, 1982], the 
literature on team processes that includes members representing 
different theoretical disciplines has received little or no attention. 
For the purposes of this research, the literature that examines 
team functioning and processes is most relevant. Three models of team 
supervision are examined and presented including the Collaborative Team 
developed by Evan Coppersmith at the University of Massachusetts in 
Amherst [Roberts, 1981, 1982, 1983a, 1983b], the Supervisor-guided 
approach originated by Jay Haley [Haley, 1976; Roberts, 1981, 1982, 
1983a, 1983b], and the Reflecting Team designed by Tom Andersen [1987] . 
The distinctive areas of interest emerging from the data in this 
research includes the nature of leadership in each approach, roles and 
rules governing the participants and trainees, and the theoretical 
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underpinnings guiding the process of supervision. Though the context 
of group supervision in the CPHP was constructed for different purposes 
than the three family therapy approaches cited above, the principles 
appear to contribute in a useful manner to the conceptual structure of 
the training sessions incorporated in this research. 
Janine Roberts [1982] used four models of systems family therapy 
as a theoretical basis in investigating the skill development of family 
therapy trainees in two models of live supervision over a 9-month 
period including (1) the Collaborative Team and (2) the Supervisor- 
guided. She examined three levels of interaction, including (1) the 
supervisor-supervisee relationship, (2) the supervisor-group 
relationship, and (3) the trainee-trainee relationship. Four 
dimensions of comparison of group processes were utilized that are 
common training components used in live family therapy supervision: 
the phone, videotape, group meetings and team meetings, and comments 
from supervisees about each model. Clear differences between the 
models were discovered in all three relational areas discussed above, 
particularly regarding supervisory behaviors and the function and roles 
of the trainee groups. The special features of the two models germane 
to this research include the nature of leadership (supervisory 
behaviors), and the functions and roles of the team. These areas are 
briefly highlighted below. 
The Collaborative Team designed by Evan Imber Coppersmith is based 
on the Milan Group in Italy [Selvini-Palazzoli et al., 1978]. This 
model was described as an "interdependent model" of live supervision 
[Roberts, 1982, p. 248] . 
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1. Nature of leadership: (1) From the outset, trainees were 
designated as team members that would contribute to all cases. (2) The 
supervisor's role became less central as the research period 
progressed. (3) Leadership and responsibility was shared based on the 
skills and limitations of team members in different situations. (4) By 
the end of the 9-month research period, trainees were providing live 
supervision for each other. (5) Supervision was designed to facilitate 
team functioning and interactions. 
2. Team roles and rules: (1) Team members were all responsible 
for operations such as video-taping, making phone-ins, and selection of 
video material for team review. (2) As the supervisor's role became 
less central, responsibility for team decisions increased for members. 
(3) The team gave three workshops to outside groups during the training 
experience which enhanced team image and cohesiveness. (4) Team 
members reported a satisfactory level of openness and relationship to 
each other when interviewed at the conclusion of the research. (5) The 
relationship to the team was reportedly more significant than the 
relationship to the supervisor. 
The Supervisor-guided approach is based on the strategic model by 
Jay Haley of the Family Therapy Institute of Washington, DC (FTIW). 
This model was described as a "dependent model" of live supervision 
[Roberts, 1982, p. 248]. 
1. Nature of leadership: (1) The supervisor was responsible for 
all operations over the training year. (2) The supervisory focus was 
on the individual trainee-therapist as opposed to team functioning. 
(3) The group meeting to discuss cases was called a "seminar period," 
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the focus of which was on analyzing sessions that had previously 
transpired, interspersed with didactic information. (4) One workshop 
was presented at the end of the training period to a local audience. 
(5) The supervisor directed interactions among group members. 
2. Team roles and rules: (1) Group members were responsible for 
integrating material presented by supervisor in sessions and during 
seminar period. (2) Trainee-therapist was responsible for implementing 
suggestions made by the supervisor in therapy. (3) Little interaction 
among group members was reported. (4) There was less of a focus on 
live supervision involving the group. (5) There was more therapy 
conducted individually and without live supervision. (6) The 
relationship to the supervisor was reportedly more important than the 
relationship to the team. 
In each model, supervisory behaviors appeared to set the climate 
for all relationships and interactions within the training experience. 
Roberts suggests that interesting feedback loops which had a deviation/ 
amplification effect appeared to function in each model. In the 
Collaborative Team model, the more the supervisor treated the trainees 
as competent, the more completely they functioned, and the more 
responsibility the supervisor gave to them. In the Supervisor-guided 
model, the more the supervisor treated them as beginners, the more they 
viewed themselves that way and the more the supervisor remained very 
directive with them. Thus, the position of hierarchy appeared to have 
important ramifications for all levels of interaction, including the 
way the experience was perceived, and the manner in which the 
individuals and team functioned. 
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In recent years, the Reflecting Team model of therapy and live 
supervision has emerged in the field of family therapy, applying the 
"new epistemology" within clinical practice [Andersen, 1987; Davidson 
et al., 1988; Hoffman, 1989]. The Reflecting Team emphasizes the 
central position of the client's belief system in the process of 
therapy. The therapist's function is to help generate ideas and 
possible solutions while maintaining a respectful, nonhierarchical 
position in the therapeutic system. This approach is consequently a 
way of thinking about human systems rather than a technique, and has 
important potential for facilitating the practice of multidisciplinary 
team supervision. The distinctive features of the Reflecting Team and 
the implications for team supervision is listed below. 
1. Nature of leadership; (1) Position, not hierarchy, is 
central to this approach. Leadership is thus situational and results 
from consensus of the group. (2) Rules about positive description and 
mutual positive regard are most important. A safe environment 
facilitated by various leaders is necessary to allow for the expression 
of spontaneous ideas. (3) New ideas are preceded by an appreciation of 
previously discussed notions. (4) Ideas are introduced from a position 
of "not knowing" [Matthews, 1990, personal communication], rather than 
from a position of knowing. 
2. Team roles and rules: (1) Positions in teams are flexible, 
with no rigid format. Roles and responsibilities are shared and 
varied, depending mainly on the needs of the situation. (2) Positions 
remain nonhierarchical and interactive, images of "center and edge" 
replace images of "up and down" found in hierarchical models. 
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(3) Contract is such that the individual and team will work together to 
develop new ideas about problems related to clients, staffing issues, 
points of view, etc.). (4) Work toward open dialogue that promotes 
unconcealed rather than concealed action. (5) Collaboration on ideas 
for action, and work toward group consensus and co-creations recognized 
as primary team objectives. 
While there were several important limitations to the study by Dr. 
Roberts [1982, pp. 9-10], and the literature on the Reflecting Team as 
a supervision resource is in its infancy [Prest et al., 1990], the 
concepts and features of the three models presented above have been 
useful in interpreting the actions and internal functioning of the 
"clinical team" in the CFHP. Staff's experience and perception of 
supervision, and the relative effectiveness of the three supervision 
and training sessions that were implemented as part of this research, 
are presented more fully in chapters 3 and 4 of this study. 
Summary 
In summary, this review of the literature pointed the directions 
for this study to move. Group and team supervision models in programs 
that employ professionals with different levels of experience, 
training, and philosophical beliefs has received virtually no attention 
in the literature to date. Though recent literature has described the 
efficacy of incorporating family systems approaches within the context 
of psychiatric milieu settings working with children and adolescents, 
most of the articles published on this area are brief descriptive 
reports of one program. Few programs have been described in enough 
detail to be replicated, nor have they provided specific guidelines for 
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designing and implementing family-centered group care programs that 
encompass supervision and training of multidisciplinary staff, and 
methods for evaluation. 
The state of the field is in its infancy. The work is not defined 
enough yet for an empirical approach. The case study method is the 
method of choice when there is little pre-existing knowledge. In the 
next chapter, the reasons for selecting the case study methodology are 
presented, as well as the format for data analysis, and a description 
of the program studied. 
CHAPTER III 
METHODOLOGY 
Description of Research Methodology 
This research was a case study using the methodology of 
participant observation. Case studies conducted by way of participant 
observation attempt to describe comprehensively and exhaustively either 
a single individual or case, or a larger unit such as a program or 
group of people [Patton, 1980]. This method is distinguished from 
other research strategies such as experiments, histories, or 
simulations by two characteristics. First, they examine ongoing 
phenomena in their actual settings and, second, they assume that the 
boundaries between phenomena and context are not clearly defined [Yin, 
1981]. Case studies are designed to explore complex organizational 
processes over time and to capture the dynamic quality of a setting. 
This includes careful generation of hypotheses to interpret the 
information collected and to indicate new directions for research 
[Jahoda et al., 1951; Sax, 1979]. 
In this study, hypotheses were generated as to which aspects of a 
specialized multidisciplinary supervision and training model 
contributed to collaboration and participation among professional 
groups. The participant observation methodology selected for this 
study entails the researcher’s presence in the setting and the 
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collection of multiple types of evidence. The data collected for this 
study included field notes documenting directly observed processes and 
events, organizational documents and records, a survey questionnaire, 
and personal interviews. This approach lends itself to work being done 
in a new field in which the important variables to be studied are not 
yet clear. The wide range of information that can be gathered helps to 
formulate and isolate these variables. For this reason, where there is 
little prior knowledge in a field of study, it is the preferred 
approach. Furthermore, the case study strategy assumes that 
organizational processes are the result of a series of decisions that 
have occurred over time, and that the intended and unintended outcomes 
of those decisions are too complex for single-factor analyses [Yin, 
1984] . 
As highlighted in the review of literature in chapter 2, there has 
been almost no work done in the field of child and family therapy in 
psychiatric milieu settings in the area of supervision and training 
models used with multidisciplinary staff. Most of the articles 
published on this area are brief descriptive reports of one program. 
Few programs have been described in enough detail to be replicated, nor 
have they provided specific guidelines for designing and implementing 
family-centered group care programs, including supervision and training 
of staff, and methods for evaluation. Therefore, the case study 
methodology was the preferred choice of design for this study. 
The case study method and the methodology of participant 
observation stresses "a logic of discovery," a process aimed at 
instigating concepts, generalizations, and theories [Kaplan, 1964]. 
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Hypotheses can be generated from the case study that can be tested out 
with a larger group. Guba [1981] suggests that theoretically sound 
sampling [Glaser and Strauss, 1967] and rich descriptive data [Rossman, 
1981] help insure the usefulness of the study for other researchers. 
Other uses can be to point out gaps in knowledge, as well as 
highlighting directions of change in the programs or institutions being 
studied. As a result, careful data on how theory works in practice can 
be extrapolated [Sax, 1979]. 
Action Research 
An action research component [Silverman, 1970] was implemented in 
the form of three weekly supervision and training sessions intended to 
explicitly influence the process and events that took place in the 
organization [Rossman, personal communication, August 1989]. Action 
research is grounded in the realm of case study methodology, and is a 
means of evaluating the effects of programmatic interventions that 
occur in complex organizations [Patton, 1980]. The distinct function 
of each group session was established based on a survey questionnaire 
(presented in chapter 4, see also Appendix B), individual interviews 
with staff, and a subsequent group meeting with participants 
facilitated by the researcher approximately one week before data 
collection began. A description of each supervision and training 
session appears on pages 55-56 of this chapter in the section describing 
the data collection process. Field observations were conducted over a 
6-month period with an emphasis on gathering information about (1) the 
nature of leadership, (2) the exercise of supervision, (3) the group 
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process and interactions among participants, and (4) the influence of 
the training sessions on the major activities in the program. 
Data can be from primary or secondary sources. In this study, 
four primary sources of gathering data were used including (1) field 
observations by this researcher and interviews with participants, (2) 
three large group interviews arranged when training sessions began, at 
the midpoint, and end of the 6-month period, (3) self-report of 
participants in specified areas of collaboration with professionals 
across disciplines, as well as their colleagues' assessment of those 
same areas through written evaluations, and (4) perceptions of the 
participants regarding the manner in which the sessions influenced 
their work. 
To assure credible data, the researcher must take account of the 
variety of patterns and complexities in a setting. This is 
accomplished through prolonged engagement, persistent observation, and 
triangulation among data sources [Denzin, 1978; Jick, 1979; Rossman, 
personal communication, August 1989] . Triangulation is the checking of 
emerging conceptual categories with data collected through other means 
or from other sources. It is frequently used in case studies to verify 
conceptual constructs. In this study, data regarding staff's 
experiences and perceptions of supervision in the program derived from 
a survey questionnaire, field observations, document analysis, and 
interviews that were compared to check for convergent validity; that 
is, to see if the data from one source was corroborated by other 
sources. 
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In an effort to establish a greater degree of trustworthy 
information, two procedures used by Lincoln and Guba [1985] were 
included in the investigation. The procedures were peer debriefing and 
member checking, which are both briefly described below. 
1. Peer debriefing involved two individuals not associated with 
the research setting who periodically reviewed data and other study 
materials for the purpose of engaging the investigator in a continuing 
dialogue that encouraged reexamination of procedures and emerging 
interpretations. The peer debriefers assisted the researcher in being 
accountable for the quality of data, insured fairness to the 
participants, and insured consistency in the application of rules for 
procedures and analysis. 
The first peer debriefer was a fellow doctoral student who met 
with the researcher on a bimonthly basis throughout the research 
process. This debriefer is a systems-oriented clinician and educator 
who has a variety of professional experience in complex human services 
organizations. The second peer debriefer has been a family therapy 
consultant at the hospital for approximately 15 years. The researcher 
met with this individual on a weekly basis during the research period. 
This debriefer is also a systems-oriented clinician and educator who is 
reasonably familiar with the contextual and organizational structure of 
the agency. 
2. Member checking occurred throughout the research process in a 
variety of ways including individual interviews, group interviews, 
open-ended written material, and the survey questionnaire. The 
conversational and collaborative emphasis in training sessions, and the 
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accessibility of the researcher, encouraged reflexive discourse and the 
exchange of perceptions between the researcher and participants, and 
among the participants themselves. The overall goal of these 
procedures was to insure that the findings were grounded in the data. 
In addition to peer debriefing and member checking, the 
dissertation committee served as a review board at two points during 
the data collection and analysis phase. First, at the conclusion of 
the second large group interview; and second, when the preliminary 
analysis of supervision sessions was complete, following the third and 
final group interview. A personal journal was used throughout the 
research process, and was designed to record observations, speculative 
ideas, and interpretations to be shared with the two peer debriefers 
previously described, participants in the study, and the Committee 
Chair from the University of Massachusetts. 
Selection of Community for Study 
The CFHP was selected as an appropriate research setting for two 
fundamental reasons including (1) the relatively high degree of family 
involvement within the context of a therapeutic community, and (2) the 
presence of various professionals with different levels of experience, 
training, and philosophical beliefs. The program studied appears to be 
representative of other child and family psychoeducational facilities 
described in the literature, and holds an important position in the 
continuum of services offered to children and families with special 
emotional needs. The majority of the children in the program have been 
referred by school systems, state agencies, inpatient or residential 
treatment centers, and private practitioners. 
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In order to gain access to the research site, a prospectus and 
dissertation abstract were submitted to the Program Director, Associate 
Director, and Clinical Director of the unit of study. Next, the 
dissertation proposal including a set of consent forms was submitted to 
the Research Committee of EPI for their review (see appendix A). A 
subsequent meeting with staff in the program took place to introduce 
the research, present the survey questionnaire (appendix B), and obtain 
written consent for participation. The Program Director, also a member 
of the Research Committee, was designated as the liaison between the 
investigator and the Research Committee. The Program Director was 
consulted throughout the research process and assisted the researcher 
in obtaining records, organizing meetings with the Research Committee, 
and obtaining space for carrying out a variety of research functions 
such as videotaping, photocopying, et cetera. 
The Research Setting 
The Children's Partial Hospital Program (CPHP) is affiliated with 
Elmcrest Psychiatric Institute (EPI) of Portland, Connecticut. The 
program was established in September of 1987 to serve the 
psychoeducational needs of children ages 6-12 and their families in a 
day treatment setting. The purpose of the program is to provide a less 
restrictive therapeutic experience for children who were traditionally 
admitted to inpatient psychiatric units or residential treatment 
centers. Typical reasons for referral include aggression, behavioral 
problems, school failure, developmental delay, self-abuse, poor impulse 
control, physical and emotional abuse in the family, learning 
disabilities, social skill deficits, sexual acting out, and attention 
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deficits. As indicated previously, the majority of children in the 
program have been referred by school systems, state agencies, inpatient 
or residential treatment centers, and private practitioners. 
A wide range of services were offered including a therapeutic 
school environment on the main EPI campus, creative therapies (art, 
dance, movement, music, recreation), and traditional forms of 
intervention including individual, group, and family psychotherapy. 
During the research period, approximately 75% of the children in 
placement were receiving some type of psychotropic medication. Since 
the students generally returned to their family of origin and/or legal 
guardians each evening after program hours, family involvement was 
promoted by weekly parent and sibling groups in addition to the other 
interventions listed above. The educational component of the program 
was usually funded by the respective school system of the student, and 
the clinical component was usually paid for by third party insurance. 
The approximate cost per day during the research period was $200. 
Elmcrest Psychiatric Institute is a private, for-profit hospital 
that is partially owned and operated by Psychiatric Institutes of 
America (PIA). Elmcrest was established in 1939 as an inpatient 
hospital designed to serve a broad spectrum of adults with psychiatric 
problems. Through the years, Elmcrest has grown considerably and 
during the research period provided a variety of services including an 
inpatient program licensed by the Joint Commission on the Accreditation 
of Hospitals (JCAH) for 120 beds for children, adolescents, and adults; 
partial hospital settings (day treatment) for children, adolescents and 
adults serving approximately 90 individuals and their families; two 
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residential treatment programs for adolescents and adults with problems 
associated with substance abuse; and four community outpatient clinics 
throughout Connecticut that offer assessment, evaluation, and treatment 
services to children, adolescents, adults, and families. 
Prior to the research period, the CPHP was designed to serve 21 
children and their families on a year-round basis, with an average 
length of placement being approximately 6 months. The actual average 
daily census during the research period was 10, with the highest number 
14, and the lowest 6. The researcher has used two groups in 
determining the average length of placement including (1) those 
students enrolled in the program prior to the official start of the 
research, and (2) those entering the program after the research process 
had begun. In addition, because members of both groups continued 
beyond the research period, a "projected length of placement" based on 
the views of the multidisciplinary treatment team was utilized. This 
information is organized in Table 1 (p. 50). 
The participants in the study were CPHP staff representing the 
clinical, educational, milieu, and support components. Staff members 
were previously trained and/or in process of receiving academic 
training in the fields of counseling, education, expressive therapy, 
psychiatry, psychology, and social work. Student interns at the 
undergraduate and master’s level also took part in the study, although 
in some cases the frequency of their involvement was limited by their 
schedule. 
The number of staff participating in the research did not remain 
constant for three reasons including (1) the unexpected leaving of the 
50 
Table 1. Students Enrolled in Program 
Proj ected 
Student Agea Gender Length of Stay^ Length of Stayc 
Group 1: Students Enrolled Before and During Research 
1. 7.8 male 10 — 
2. 9.4 male — 15 
3. 9.7 male 10 — 
4. 9.10 male — 15 
5. 10.2 male — 18 
6. 12.4 male — 12 
Average 9.10 male 10 15 
Group 2: Students Enrolled After Research Began 
1. 6.10 male 2 — 
2. 9.2 male 12 
3. 9.4 mal e — 12 
4. 9.9 mal e — 9 
5. 10.1 male — 6 
6. 10.7 male — 12 
7. 11.4 mal e — 12 
8. 12.6 mal e — 6 
9. 12.10 mal e — 8 
Average 10.1 male 2 9 
a 
Age rounded to nearest month 
k Length of stay rounded to nearest month 
c Projected length of stay based on multidisciplinary treatment plans 
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Associate Director and one student intern about mid-way in the research 
process, (2) the inclusion of another student intern and educational 
staff as the research had progressed, and (3) the hospital policy that 
the number of staff employed is reflected by the number of students in 
the program at a given time. In Table 2 (p. 52), participants are 
listed and information provided regarding their length of involvement 
in the study, the discipline they represent, highest degree held, and 
overall length of time in the program. Each participant was randomly 
assigned a number and will be referred to throughout this study by 
their number. A more thorough description of the participants, 
particularly related to their experiences and perceptions of 
supervision and training in the program, is provided in chapter 4. 
In the CPHP, two clinical administrators are recognized as the 
primary therapist for up to eight students and their families, and are 
responsible for coordinating the "multidisciplinary team." The teams 
consist of a milieu therapist, special education teacher, expressive 
therapist, and various student interns from the fields of counseling, 
education, expressive therapy, and social work. The clinical 
administrator is considered the link between the student's familial and 
social network (school system, community, referral source, etc.) and 
facilitates appropriate conferences both within and outside the realm 
of the program. The clinical administrator is an active participant in 
the development and implementation of program policies and therapeutic 
events, and is supervised directly by the clinical director (unit 
psychiatrist), associate director of the CPHP, and program director. 
The organizational chart (Figure 1, p. 53) presents the staff hierarchy 
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Table 2. Description of Participants 
Months in Time in Department Highest 
Participant Study Program Position Degree 
1. 6 9/87- 
2. 5 1/89-6/89 
& 9/89- 
3. 6 9/87- 
4. 6 1/89- 
5. 2.5 10/88-10/89 
6. 6 1/89- 
7. 6 1/ 89-1/90 
8. 6 6/89- 
9. 6 9/87- 
10. 3 11/89- 
11. 6 11/88- 
12. 5 1/89-12/89 
13. 6 9/88- 
14. 6 1/89- 
15. 6 9/88- 
16. 6 4/88- 
17. 4 1/89-1/ 90 
18. 2.5 8/89-11/89 
19. 6 7/88-1/90 
Support staff HS 
Clinical/primary therapist MSW 
Education/head teacher MS 
Milieu/social work intern BA 
Clinical/associate director MSW 
Education/BA intern HS 
Milieu staff BA 
Clinical/graduate 
expressive therapy BA 
Clinical/program director MSW 
Education/physical education BA 
Clinical/expressive therapist MS 
Milieu/BA social work HS 
Education/clinical educator BA 
Milieu/social work intern BA 
Education/clinical educator BA 
Clinical/clinical director MD 
Milieu/BA social work HS 
Clinical/social work intern BA 
Clinical/primary therapy MA 
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including the discipline, department, and highest degree held for each 
participant. The reader is advised that the organizational chart is 
reflective of the subjective perspective of the researcher, and is 
included in this section for the purposes of descriptive and visual 
clarity. More significant in this research are the experiences and 
perceptions of participants regarding the structure of the staff system 
(hierarchy, boundaries, roles, rules, relationships), as well as the 
position of the CPHP within the context of the larger Elmcrest 
community. These particular areas are examined further in chapter 4. 
During the research period, staff schedules varied based on the 
position they held in the program. All staff with the exception of the 
unit psychiatrist (20 hours per week) and student interns were full¬ 
time employees. Table 6 (Appendix I) describes the CPHP schedule of 
therapeutic activities including the staff person(s) and discipline(s) 
responsible for coverage during each period. The two clinical groups 
in the program during the research period are referred to as Team A and 
Team B. On Thursday, the hours in the program were from 7:30 a.m. to 
6:30 p.m. for some of the students in order to facilitate a parent and 
sibling group. Clinical staff were involved in the parent group, and 
expressive therapy staff and mental health workers led the sibling 
group. 
As can be seen from the description of the research setting, there 
was a relatively high degree of family involvement and various staff 
with different levels of experience, training, and philosophical 
beliefs participating in the CPHP. The process of data collection was 
constructed to elicit the views and experiences of participants from 
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Unit Psychiatrist (MD) 
(20 hours per week) 
Program Director (MSW) 







Creative Therapist (MS) Creative Therapist (MS) 
Student Interns 
(Graduate) 
1 MSW, 1 Creative Therapy 
Student Interns 
(Graduate) 
1 MSW, 1 Creative Therapy 
Milieu Staff (BSW) Three Special Education 
Teachers (BA) 







Note: indicates direct supervision 
indicates indirect supervision 
Figure 1. Organizational structure of program 
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many relevant sources as a means of generating a stronger hypothesis 
with a wide data base. These procedures are described below. 
Data Collection 
Three weekly multidisciplinary supervision and training sessions 
were implemented and evaluated as the primary data source for this 
study. The sessions were developed based on the suggestions of the 
participants in the study. This information was initially produced by 
a survey questionnaire designed to evaluate the staff's experiences and 
perceptions about the structure of supervision in the program. Next, 
individual interviews took place to clarify the evaluations, and 
suggestions were recorded for ways to improve the structure of 
supervision in the program. The function and objective of each group 
session was accepted by consensus during a meeting facilitated by the 
researcher approximately one week before data collection began (see 
appendix C, Structure of Staff Meetings, August 14, 1989). The three 
sessions and their functions initially designed are described below. 
1. Case Review Conference was scheduled on Tuesday morning from 
10:45 to 11:45 and was designed to include all available staff from the 
program. The purpose of this session was to develop a comprehensive 
treatment and intervention plan for one student and their family. 
Various staff from the student's clinical team (creative therapist, 
educator, milieu counselor, primary therapist, psychiatrist, student 
intern) were present and shared pertinent information, ideas, and 
observations regarding the student's treatment program. The clinical 
administrator and primary therapist of the student was responsible for 
facilitating the session. 
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2. Family—team and group intervision for interns and interested 
staff took place on Tuesday evening from 4:00 p.m. to 5:30. The 
purpose of the session was to expose interns and interested staff to a 
variety of systems family therapy with a focus on the strategic, 
systemic, and structural schools. The term intervision [DeFrank-Lynch 
and Lynch, 1981] was used to reinforce the goal of peer consultation 
and collaboration among members. Ten training sessions were initially 
planned, the first four of which were supervisor-guided by the 
researcher. The content and function of the remaining sessions were 
based on the decisions of the participants. A syllabus for the session 
is presented in chapter 4 of this study (see also appendix E). 
3. Rounds meetings took place on Thursday morning from 10:45 to 
11:45 and included all available staff from the progran. The purpose 
of the rounds meeting was to share information and observations about 
students, encourage multidisciplinary staff to share ideas and views 
and allow an opportunity to organize interventions in a consistent 
manner throughout the program. During this session, each clinical team 
had the opportunity to discuss upcoming events, student progress and/or 
concerns, and possible solutions. Rounds meetings were designed to 
pass on basic information about each student in the program in a 
limited time period. Suggestions made during this session were 
subsequently targeted for further discussion at other program sessions 
such as the weekly staff meeting, case review conference, family team 
and group intervision, or leadership meeting. Rounds meetings were 
facilitated by the unit psychiatrist. 
Data were collected for analysis in the following four ways: 
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1. Observations in the field were conducted over a 6—month period 
with an emphasis on gathering information about (1) the nature of 
leadership, (2) the exercise of supervision, (3) the group process and 
interactions among participants, and (4) the influence of the training 
sessions on the major activities in the program. Process notes were 
taken by the researcher and all observations substantiated through 
discussions with peer debriefers, member checking, and the dissertation 
committee. 
Interviews were conducted throughout the 6-month period with 
participants to evaluate the training sessions from their perspective 
and to gather more complete data about external events that this 
researcher observed. The first interviews focused on suggestions and 
clarifications based on the survey questionnaire and staff’s previous 
experiences of supervision in the program. Most important during this 
aspect of interviewing were the ways in which participants perceived 
supervisory behavior (leadership), and what they wanted the structure 
of the training sessions to encompass. As the research progressed, 
interviews concentrated on the differences in the supervision 
experience from their original expectation or perception, changes in 
the program over the 6 months, those aspects which contributed to 
collaboration with colleagues from other disciplines, those aspects 
that were generally most helpful, assessment of group process and 
interactions, and recommendations for changes in the model. Interviews 
took place with individuals, subgroups within the staff organization, 
and as an ongoing part of selected training sessions when appropriate. 
These areas are presented with more detail in chapter 4. 
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2. Three large group interviews were arranged at the start of the 
training sessions, at the mid-point, and the end of the 6-month period. 
The first interview took place to (1) introduce the research, (2) 
present common themes that seemed to develop from the survey 
questionnaires and individual interviews that were appropriate to share 
with the group, and (3) clarify the functions of each session that 
resulted from suggestions of the participants. The second large group 
interview took place at about the mid-point of the research period, and 
was arranged to allow participants to evaluate and assess each training 
session from their perspective. As a means of providing an opportunity 
for participants to reflect on the training sessions outside the 
context of the group, individual questionnaires were provided after the 
large group interview (see appendix F). The written comments were 
reviewed by the researcher and peer debriefers. Then, individual 
interviews with selected staff took place to clarify and explore their 
views more fully. The final large group interview occurred at the end 
of the data collection process, and was designed to reflect on the 
changes, events, and processes that occurred in the training sessions 
based on suggestions generated during the second group interview. 
Recommendations for improving the model and identifying those aspects 
which contributed to collaboration and participation were gathered. 
Individual interviews took place after the large group interview with 
selected staff to provide an additional opportunity for participants to 
more fully express their views. 
3. Each participant was asked to evaluate their experience and 
• • 
perception of supervision in the program using a survey questionnaire 
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(see results in chapter 4, and appendix B). The survey was created by 
this researcher after a review of the supervision literature, and as a 
result of collaboration with both peer debriefers and members of the 
dissertation committee. After the evaluations were completed, the 
researcher interviewed individual participants to receive a more 
thorough understanding of their experiences and perceptions. This data 
was then incorporated with the information attained from the survey 
questionnaire, and examined to identify and extract common themes among 
the participants. Selected aspects of the evaluations were discussed 
and shared with the participants during the first large group 
interview. 
4. Participants were observed during therapy sessions and within 
the context of their interactions with staff outside training sessions 
to assess and evaluate the influence of supervision on their work. 
This was accomplished through field observations, examination of 
program documents such as the master treatment plan (MTP) and "staff 
day book" described more fully in chapter 4, and individual interviews 
constructed to gain information specifically about the practical 
application of suggestions generated during supervision sessions. In 
addition, staff were asked to reflect on their colleague's use of 
suggestions and recommendations made during multidisciplinary sessions 
when interviewed by the researcher. 
Data Analysis 
The data were analyzed on four levels. First, the nature of 
leadership in the program was examined by comparing and contrasting 
supervisory behavior during each multidisciplinary session. Second, 
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the exercise of supervision within the context of each session was 
analyzed, particularly with regard to four functions of supervision 
identified in the literature including (1) administrative, 
(2) educational, (3) interventive/planning, and (4) supportive. Third, 
the group process and relationships among the participants were 
examined within each session with an emphasis on the function, roles, 
and rules that were observed. Finally, the influence of the training 
sessions on the major activities in the program were analyzed, using 
the following categories to organize the data including (1) effect of 
increased exposure to multidisciplinary perspectives on clinical work, 
(2) effect of increased group supervision sessions on staff 
relationships, (3) effect of sessions on staff attitudes about their 
work, and (4) effect of sessions on program development. 
The process of individual supervision was also examined as a means 
of gathering more complete information about the organizational 
structure of the CPHP, and the ways in which administrators evaluated 
the delivery of services. This data were analyzed by identifying the 
amount of direct care time supervisees had with students and their 
families during a typical week, juxtaposed with the depth and nature of 
supervision received from supervisors. 
The data were also examined in terms of the influence of the 
larger agency system on the CPHP, a phenomenon ecological psychologists 
have referred to as the "nested hierarchy" [Barker, 1978, pp. 293-296]. 
Thus conceived, systems or organizations are perceived as being 
interdependent and mutually influential on one another. A historical 
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review of the CFHP and Elmcrest related to objectives of the agency and 
theoretical underpinnings was attained by interviewing high level 




This chapter is divided into three main sections. The first two 
sections summarize the data gathered over the 6 months of the study. 
Section 1 is organized to present one method of gathering information 
from the participants. Section 2 presents three methods of collecting 
data. The last section is an integration of the findings described in 
the first two parts. 
First, the participants' response to a survey questionnaire 
designed to evaluate their experiences and perceptions of the structure 
of supervision in the program prior to the research period is presented 
and discussed. The findings appear in table form, and are integrated 
with individual interviews conducted with participants following 
completion of the survey questionnaire. The purpose of this section is 
to obtain baseline information regarding the participant's experience 
of the supervision process in the program prior to the implementation 
of three multidisciplinary training sessions. As a result, the 
remainder of the data gathered in the study are set within a context, 
and described in enough detail so other researchers may replicate all 
or parts of the supervision groups. 
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Data gathered through field observations of each multidisciplinary 
session are presented in the second section. This information was 
collected through (1) observations by this researcher of each 
multidisciplinary session throughout the research period; 
(2) individual and group interviews with participants in the study; and 
(3) examination of program documents. Four areas are particularly 
highlighted in this section: (1) the nature of leadership, (2) the 
exercise of supervision, (3) the group process and interactions among 
staff, and (4) the influence of the sessions on the major activities of 
the program. 
Included in the second section are data gathered through field 
observations of participants during therapy sessions with clients and 
interactions with staff outside multidisciplinary sessions. This 
information was collected through (1) individual and group interviews 
during and following therapy sessions, and (2) through examination of 
program documents such as "master treatment plans" and a "staff day 
book." Specific applications of suggestions originating during 
multidisciplinary team meetings are the focus of this part of 
Section 2. 
Data collected during two large group interviews are also 
integrated in Section 2. This information was gathered through 
interviews with all participants at the midpoint and end of the data 
collection process. The first interview was designed to allow 
participants to evaluate and assess each training session from their 
perspective. As a means of allowing participants to reflect on the 
training sessions outside the context of the large group, individual 
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questionnaires and interviews were provided following the group 
interview. The final large group interview occurred at the end of the 
data collection process, and was intended to create an opportunity for 
staff to reflect on the changes, events, and processes that occurred in 
the supervision sessions based on suggestions generated during the 
previous group interview. 
The final section is a synthesis of the information collected in 
these four ways. Data are organized in two ways: (1) to exanine those 
aspects of the training sessions that contributed to an effective level 
of collaboration among professional groups, and (2) to reflect on the 
influence of the multidisciplinary sessions on the delivery of services 
within the program. 
Section I: Survey Questionnaire 
Process 
Approximately 4 months before the data collection process began, 
approval to conduct the study was received by this researcher through 
discussion with the program director, associate director, and clinical 
director of the CPHP. Next, the dissertation proposal was submitted to 
the Research Committee of EPI for their review (see Appendix A). A 
subsequent meeting with staff in the program took place to introduce 
the research, present the survey questionnaire (below and Appendix B) , 
and obtain written consent for participation. 
The survey questionnaire was created by the researcher after a 
review of the supervision literature, and as a result of collaboration 
with both peer debriefers and members of the dissertation committee. 
As indicated previously in Chapter 3, this researcher had been employed 
65 
as a clinical administrator in the CPHP approximately one year before 
data collection began. A primary function of this position was to 
coordinate each client's treatment plan with the various staff members 
and disciplines involved in the therapy process. Thus, the researcher 
had relatively frequent and intimate access to the staff's feelings and 
perceptions about the structure of supervision in the program. 
In the year preceding this study, a growing and compelling level 
of apathy and frustration had developed within the staff system. 
Direct care staff, including clinical staff, educational staff, and 
milieu staff, shared common concerns with this writer related to 
unclear leadership, a lack of communication and consistency among 
different professional groups, and an inadequate degree of clinical 
supervision and philosophical focus in the program. These common 
themes seemed to pervade the entire staff system, and served as the 
impetus for the use of the survey questionnaire in this study. 
The survey questionnaire includes two primary sections. Form 1 and 
Form 2. Form 1 was designed to examine the staff's experience and 
perceptions of supervision in the program prior to the research period. 
Form 2 was designed to generate and elicit preferences and suggestions 
from participants with regard to the structure of supervision in the 
program. These ideas provided the basis for the construction of the 
three multidisciplinary supervision sessions that were implemented and 
evaluated as part of this research. The survey questionnaire is 
presented on pages 66-69 below. 
66 
Supervision Evaluation Form 1 
Directions: The purpose of this evaluation is to provide an 
opportunity for you to share your views about the supervision process 
within the program. The information generated from this evaluation 
will be used to analyze and identify areas of usefulness and limitation 
with regard to supervision and training in the program. Please 
indicate your response to each statement by placing a check ( ) 
corresponding to your answer. 
l=strongly agree; 2=agree; 3=neutral; 4=disagree; 5=strongly agree 
It is not necessary for you to place your name on the form. It 
will be helpful if you fill out the demographic information listed at 
the end of the evaluation statements. 
Thank you for your assistance and cooperation. 
SUPERVISION EVALUATION 
STATEMENT SA A N D SD 
1. I receive appropriate supervision 
within my department. 
2. The goals and objectives of 
supervision are clear. 
3. My supervisor is understanding 
of my professional needs. 
4. My supervisor encourages me to 
share ideas, feelings, or 
experiences. 
5. Supervision hours occur at a 
predictable time. 
6. My supervisor is readily accessible 
outside of scheduled supervision 
times. 
7. I receive appropriate group 
supervision with colleagues from 
other disciplines. 
8. Administrative leadership is clear 
among the multidisciplinary team. 
Figure 2. Supervision Evaluation Form 1. 
Continued next page 
(Continued) 
STATEMENT SA A N D 
9. Supervisees are encouraged to share 
ideas, feelings, or experiences 
during group supervision. 
10. The treatment goals of the client 
are clearly articulated among 
multidisciplinary professionals. 
11. I am appropriately provided with 
educational training in group 
supervision. 
12. My understanding and appreciation 
for the views of other professionals 
have been enhanced in group 
supervision. 
13. The duration and frequency of 
group supervision appropriately 
prepares me for work with clients. 
14. The theoretical foundation of the 
agency is clearly stated by 
administrators. 
15. The communication among professional 
disciplines is appropriate within 
the program. 
16. I am able to utilize my theoretical 





3. Current Position: How Long? 
4. Educational History (Highest degree attained, indicate if 
currently in school or training): 
5. Professional Experience: 
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Supervision Evaluation Form 2 
Beside each characteristic of clinical supervision, place a check 
mark under the column which represents your view of appropriate 
training within the program. There are four possible ratings: Very 
Important (VI), Important (I), Somewhat Important (SI), and Indifferent 
(Indif). Thank you for your participation. 
I. Characteristic VI I SI INDIF 
A. Education Focus 
B. "Live Team" approach 




E. Intervention Focus 
(Strategy, Developing 
Hypothesis, Planning, etc.) 
F. Administrative 
(Personnel, Protocol, 
Scheduling, Keeping records, 
etc.) 
II. Rank the clinical supervision models below in order of preference 
for you ("1" = most desired, "5" = least desired). 
Rank Clinical Supervision Model 
_ Supervisor - Directed 
Collaborative 
Educational/Theoretical 
_ Psychodynamic (individual) 
Systemic (Team Approach) 
III. This question involves the identification of staff persons who 
provide clinical training in the program. Beside each decision, 
place a check mark under the columns corresponding to the staff 
person who provides training in the program. 
Figure 3. Supervision Evaluation Form 2. 
(continued next page) 
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(Continued) 
Who provides clinical training? 












IV. What is your opinion about the present clinical supervision 
approach used in the program? 
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Results 
Fourteen staff members participating in this study filled out the 
survey questionnaire. The results of the survey questionnaire are 
presented in Table 3 (Form 1, p. 71) and Table 5 (Form 2, p. 79), and 
include the number and percentage of participant responses in each 
column. Discussion of the results and quotations from individual 
interviews follow each table. The reader is advised that demographic 
information and questions 3 and A in Form 2 are not included in the 
tables. This information was used by the researcher during follow-up 
interviews. 
Form 1 was designed to assess three areas of supervision in the 
program: (1) individual supervision within the context of each 
discipline, (2) group supervision that includes representatives from 
different disciplines, and (3) administrative leadership germane to 
organizational hierarchy and theoretical focus. These three areas are 
examined separately below. 
1. Individual supervision experiences were the focus of 
statements 1 through 6 of the survey questionnaire. Clinical staff 
were split in their evaluation of the individual supervision process. 
Participants 2 and 16 generally agreed that the individual supervision 
process was appropriate and relatively predictable: 
While I don't necessarily look forward to supervision—you know 
not that it's really exciting or anything, at least it's a time 
and place to get some feedback and some semblance of direction. 
Sometimes there seems to be so many views and opinions here (in 
the program) that it helps to hear just one idea. [Participant 2] 
Individual supervision has varied, but has generally been positive 
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Table 3 
Results of Supervision Evaluation Form 1 
Statement SA A N D SD 
% n % n % n % n % n 
1 36 5 14 2 - 36 5 14 2 
2 36 5 29 4 - 21 3 14 2 
3 36 5 43 6 - 21 3 — 
4 29 4 43 6 - 29 4 - 
5 50 7 14 2 - 36 5 - 
6 36 5 29 4 7 1 29 4 - 
7 — 43 6 — 57 8 - 
8 — — 7 1 29 4 64 9 
9 7 1 57 8 - 36 5 - 
10 — 14 2 - 86 12 - 
11 - 29 4 7 1 57 8 7 1 
12 14 2 57 8 — 29 4 - 
13 7 1 21 3 - 71 10 - 
14 — - — 50 7 50 7 
15 - - - 79 11 21 3 
16 — 64 9 — 36 5 - 
Note: N_= 14, distributed as follows: Clinical, 6; Education, 4; 
Milieu, 2; Student interns, 2 (1 milieu, 1 clinical). 
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in the supervisee’s ability to use the guidance offered. 
[Participant number 16] 
Other clinical staff felt the individual supervision process fell 
short of their expectation, particularly because the focus of the 
supervision pertained to issues regarding administrative management and 
the psychoanalytic orientation of the supervisor. 
A major problem for me—and this is clearly an administrative 
problem—is that I have two supervisors, one in the program, and 
one outside in the creative therapy department. My in-program 
supervision is pretty one-sided—really oriented to the individual 
kid, and not much room for discussion of different ideas or 
perspectives. I'd like supervision to be more creative and 
challenging—like something to look forward to—but it's—well— 
just really frustrating and I sort of avoid it when I can. 
[Participant 11] 
Supervision has been a real problem for me—it often seems like I 
have to "go through the motions" and tell people what they want to 
hear. As you know, [researcher], I have two supervisors in the 
program, one administrative and one clinical. For the most part, 
if I listen to one, I'd be in conflict with the other. So I try 
the best I can to be "middle of the road." 
[Researcher] What happens when you're all in the same place 
at the same time? 
[Participant] I try to avoid them both [laughs] . Yet, as you 
know, [researcher], the schedule is so hectic there's rarely time. 
And when there is, the focus is on putting out the fires. 
[Participant 5] 
The themes of philosophical ambiguity and the organization's crisis 
orientation was an experience shared by many participants in the study. 
It is this researcher's view that the underorganized structure of 
supervision perceived by participants is perhaps a function of the 
theoretical dissonance between the administrative and clinical 
hierarchy in the program. This view is pursued further in this section 
pertaining to administrative leadership (3) . 
Educational staff virtually all rated their supervision within 
their own discipline as positive. In fact, educational staff seemed to 
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share the view that the consistent and predictable qualities of 
supervision served as a protective mechanism that shielded them from 
the inconsistencies in the larger context of the program. As 
Participants 3 and 15 described it: 
There are moments almost each day when I can't believe the extent 
of miscommunication in the program. After a while, you realize 
your most logical strategy is to insulate yourself—be protective 
of your own area and concentrate on getting through the day with 
your faculties intact. Sometimes I'm criticized for being hard 
and rigid in defending my territory, but in order to survive the 
craziness I need parts of the day to just make sense—to be 
predictable and to have some degree of direction. [Participant 3] 
I feel really lucky to have [Participant 3] as my supervisor. I 
always know I can depend on him to provide support and guidance. 
It's just that sometimes I need to have things chunked down and 
simplified—and I usually get that in supervision. [Participant 
15] 
This theme of insulation and protectiveness within the education 
department has emerged throughout the research process. In the short 
term, the strategy has been effective as the educational component of 
the program is reviewed in generally positive terms by staff throughout 
the program. In the long term, however, the isolation of the education 
department has maintained the rigid boundaries in the larger program 
system. 
The two milieu therapists in the program rated the quality and 
frequency of individual supervision in negative terms. In fact, both 
milieu therapists agreed that they did not receive individual 
supervision, despite the high degree of direct care responsibility for 
clients they assume. 
Supervision—you know I don't formally have it because of my 
position—we're low on the totem pole. The frustrating part is 
that we're with the kids so much—more than anyone—and we're 
really left to our own devices when it comes to running groups or 
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settling down the kids. Sometimes all I want is some direction— 
some suggestion or strategy to use. But it rarely [emphasis] 
happens—only when there is a major crisis. And we go fran crisis 
to crisis here. I never feel like our head is above water. We 
don't have much time to breathe or to vent our feelings because— 
at least on my team—there's no consistent person in charge. 
[Participant 7] 
You know, my situation is a better one than [Participant 7] . On 
my team there is more direction and room for discussion. But I've 
been working in this hospital for 5 years, and have never seen 
mental health workers have formal supervision—only when there is 
a problem. And that's sort of crazy—we see the kids most of the 
time—and have a lot to offer. [Participant 4] 
The structure of supervision in the program had appeared to create 
a "direct care paradox" in which staff with the least amount of 
experience, supervision, and training assumed the most direct care 
responsibility for clients. Moreover, clinical supervision was limited 
to clinical staff with a minimum of a master's degree, and was not a 
formalized process incorporated with other direct care staff such as 
educators and milieu therapists. Feedback loops which had a 
deviation/amplification effect appeared to function in the program. 
The less available administrative staff were for supervision and 
training, the more frustrated and overwhelmed the staff felt. The more 
frustrated and overwhelmed the staff felt, the more day-to-day crises 
in the program seemed to develop (apathy, behavior problems with 
clients, frequency of physical restraints, etc.). The more day-to-day 
crises that occurred in the program, the less time there was for 
supervision and training. 
In Table 4 (p. 76), this direct care/supervision paradox is 
presented. The reader is advised that the direct care time that is 
indicated is an approximate figure derived from discussions with staff 
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and observations by this researcher. The supervision hours are based 
on scheduled individual supervision times. (See Table 4, p. 76.) 
2. Group supervision across disciplines was the focus of 
Statements 7, 9, 11, 12, and 13. Staff representing each discipline 
were fairly consistent in indicating negative responses to the survey 
statements regarding the group supervision process in the program. 
Interestingly, more favorable responses were reported in Statements 9 
and 12, perhaps suggesting that group supervision sessions were 
productive when they were held, and that the concerns are more related 
to their infrequency. As Participants 4 and 13 described it: 
The problem is that we never have people [different disciplines] 
in the same rocsn at the same time. It gets very frustrating, 
because you never have all the information or at least access to 
information. The schedule just does not allow us to be together— 
someone is always excluded because the kids need to be supervised. 
So I think turf issues get perpetuated because we don't have a 
chance to talk things through. It was amazing when you 
[Researcher] reminded us that the only time we were all in the 
same roan—as a united group—was the very last day of the school 
year. I was really floored by that. [Participant 4] 
The problem as I see it is that you never get the full picture— 
only half-truths and second-hand information. I sometimes wonder 
if the original message has been handed down so much that 
eventually it takes on all new meaning. 
[Researcher]: Have you acted on that premise—perhaps by 
going to the source? 
[Participant]: Unfortunately, the source or sources are so 
out of contact with the things that go on day to day I just get 
clarification from my supervisor if I have questions. 
[Participant 13] 
A consistent theme during interviews and within the scope of the 
survey questionnaire identifies a significant lack of cctnmunication and 
consistency across professional disciplines in the program. This 
phenomenon appears related to infrequent access to various professional 
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Table 4 
Direct Care and Supervision Relationship 
Participant 
Number A B C D E 
2 30 1 Administrative 
interventive 
4 3 
3 15 1 (outside 
program) 
Administrative 20 7 












6 20 1 Supportive 
interventive 
6 5 
7 30 0 — 2 0 
9 0 (outside 
program) 
Administrative 4 10 





13 20 1 Supportive 
interv entive 
6 5 
15 20 1 Supportive 
interventive 
6 5 
16 2a 1 (outside 
program) 
Administrative 12 50 






Note. A is Approximate direct client care per week 
B is Supervision per week 
C is Supervision focus 
D is Approximate meeting time per week 
E is Percentage of supervision relative to direct care time 
a Part-time, 20 hours 
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groups in a formalized manner, and the inability of the system to 
facilitate a functional level of collaboration and philosophical focus. 
3. The organizational hierarchy and administrative leadership in 
the program was the focus of Statements 8, 10, 14, and 15. As can be 
clearly seen in the survey responses in Table 5, significant negative 
perceptions of the leadership process in the program is indicated by 
virtually all of the participants. Most striking is the view that an 
ambiguous therapeutic philosophy and uncertainty about the hierarchical 
structure of the program is pervasive despite the position the 
participant occupies. Participants 3 and 15 elaborated on their 
experiences this way: 
You know, this program has existed for 2 years, and there has 
already been almost a complete turnover of staff—with the 
exception of the unit secretary, program director, and me. On the 
one hand, that's pretty incredible. On the other, it makes 
perfect sense. I've always felt like we've never gotten started— 
like transition and change is merely part of the "normal order of 
things." We really have as yet been unable—or unwilling—to 
establish a sense of direction/objective/purpose—whatever—so 
that we all have an idea of what we and others are doing. 
[Participant 3] 
Sometimes I feel like we're operating on different planets—or at 
least talking about different kids. Our approaches seem so 
haphazard and flippant—merely reactions to the kids. Sometimes 
we [educators] don't know what clinicians want us to do, or what 
we should be looking for. It is rare for us to sit down— 
generally 45 minutes a week and sometimes literally in passing. 
The frustrating part is that when we do get together there's so 
much to talk about we hardly ever resolve anything—you know have 
closure to some problem before we start with another. 
[Participant 15] 
As a means of further examination of the organizational hierarchy 
in the program, this researcher asked the administrative team (program 
director, associate director, clinical director) to construct a 
structural assessment, independent of one another. Not surprisingly. 
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the assessments were quite conflicted and inconsistent. While thorough 
examination of each perspective is beyond the usefulness for this 
research, the primary areas of disagreement appeared to cluster in 
three ways (1) administrative responsibility within the program, 
(2) the administrative position of the program in the larger agency 
context, and (3) clinical responsibility within the program. The 
decision-making process related to administrative versus clinical 
priorities was described as a source of conflict that influenced all 
three areas cited above. This level of uncertainty and role confusion 
appeared to be a guiding theme throughout the program prior to the 
research period. 
In summary, as can be seen in Table 3 (p. 71), there was a greater 
tendency to rate individual supervision within each discipline higher 
than group supervision involving multidisciplines. This perception 
seems to be related to the infrequency of multidisciplinary sessions, 
and a lack of administrative clarity in the program. As a result, the 
staff system appeared to organize in a compartmentalized, discipline- 
centered fashion, which led to a significant level of miscommunication 
among staff from different professional groups, and an inconsistency 
with regard to the delivery of services to clients. 
Table 5, presented on page 79, describes the preferences and 
suggestions from participants with regard to the structure of 
supervision in the program. These ideas provided the foundation for 
the construction of the three multidisciplinary supervision sessions 
that were implemented as part of this research. 
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Table 5 












Educational 3 21 9 64 2 14 — 
Live Team 2 14 6 43 6 43 - 
Supportive/Individual 7 50 5 36 2 14 — 
Supportive/Group 6 43 6 43 2 14 - 
Intervention Focus 11 79 3 21 - 
Administrative 7 50 7 50 — 



















1 2 14 7 50 1 7 1 7 4 29 
2 — 4 29 4 29 - 1 43 
3 2 14 2 14 5 36 3 21 2 14 
4 6 43 1 7 2 14 4 29 1 7 
5 4 29 — 2 14 6 43 1 7 
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Discussion of Table 
Four functions of supervision described in the literature have 
been incorporated in this study as one means of organizing and 
evaluating the data. The four functions are (1) administrative, (2) 
educational (theoretical), (3) interventive, and (4) supportive. 
Question 1 of Form 2 was designed to elicit the characteristics of 
supervision that participants perceive as being most useful in their 
work. 
As can be seen in Table 5, virtually all four functions were 
considered at least somewhat important by the participants. Perhaps 
most striking to this researcher are the results suggesting that 
administrative and interventive functions are most highly valued. This 
information seems to coincide with the previous discussion in Form 1 
regarding staff's concern about a lack of administrative clarity and 
philosophical focus. Participant number 11 described her view as 
follows: 
For the most part, I am most interested in having direction and 
consistency when it comes to treatment plans. While I don't 
necessarily like to be told [emphasis] what to do or how to do it, 
it is more frustrating when there is no [emphasis] direction or 
coordination. Sane direction is better than no [emphasis] 
direction—you know—for better or for worse, at least there is a 
plan for action. [Participant 11] 
The theme of indecisiveness and unclear leadership, especially 
across professional groups, was also expressed by Participant 7: 
Sometimes it's like—"Who's in charge here?" Directions get 
passed along without really saying a lot. I don't know, uh, it's 
like, "Well, try this, and maybe do this," and in the end—you do 
it the best you can and hope no one gets too upset about it. To 
begin with, we don't meet enough and when we do, it's hard to know 
who's running things. 
[Researcher]: Sort of like the A1 Haig syndrome? 
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[Participant]: Yes! [emphasis and laugh]. Only we all have 
a reasonable idea of who should step forward and no one does. 
Then, when it comes to petty things like ordering lunches for the 
kids or filling out time cards, the chorus starts to sing out loud 
and clear and there's little room for discussion. [Participant 7] 
Question 2 in Table 5 was designed to call forth the participant's 
preferred model of supervision. The collaborative and team approaches 
were generally the preferred models. Individual and supervisor- 
directed supervision approaches were least preferred, particularly by 
educational staff. 
Some discrepancy with the results in Form 1 perhaps related to the 
questionnaire construction is evident, since educational staff reported 
a high level of satisfaction with individual supervision as described 
following Table 3 (Form 1). There may be at least four reasons for 
this difference: (1) use of the term "psychodynamic" in the language 
of the supervision model, (2) the assumption that the supervisor for 
educators would be different if a psychodynamic approach was used, 
(3) the educational staff's desire to be more involved with other 
professional groups, and (4) an increase in interactions across 
professional groups being perceived as a solution to misccmmunication 
and inconsistency among multidisciplines previously referred to. 
Participants 8 and 17 presented their preferences in the following 
manner: 
I like the idea of collaboration. It just rings of support and 
respect for different views. It feels good to be heard and 
respected—really can be energizing—and helps me to look forward 
to caning to work. With some direction, of course, collaboration 
can work, especially here. We have such a small program. 
[Participant 8] 
What I like most about our program is when we work together as a 
team, you know. Uh, it helps to know there are other people 
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struggling too, trying the best they can. I learn by doing but 
mostly by watching—and listening to ideas from other staff. 
That's been the best part for me—especially since most staff have 
much more experience. [Participant 17] 
In summary, the results of the survey questionnaire appear to be 
consistent with observations by this researcher and individual 
interviews with participants. Four central themes emerged from this 
convergent data: (1) outside of the education department, a 
significant number of participants felt individual supervision did not 
meet their needs, (2) formalized meetings with staff representing all 
the disciplines in the program were too infrequent, (3) leadership in 
the program was not clearly defined, and (4) the philosophical focus in 
the program was underdeveloped. As a result, the three weekly 
multidisciplinary sessions were designed and implemented to influence 
the level of participation among professional groups, and the structure 
of supervision in the program. The function and objective of each 
group session described in chapter 3 was accepted by consensus during a 
large group meeting facilitated by the researcher approximately one 
week before data collection began. 
Section 2: Field Observations 
Process 
Throughout the course of this study, the researcher gathered data 
as a participant observer during the three multidisciplinary sessions. 
These observations were integrated with individual and group interviews 
as a means of checking perceptions more thoroughly, permitting this 
researcher to go beyond what he was able to view externally. The focus 
of the direct observations were (1) the nature of leadership, (2) the 
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exercise of supervision, (3) the group process and interactions among 
participants, and (4) the influence of the supervision sessions on the 
major activities in the program. 
In this section, field observations of each multidisciplinary 
session are examined separately, although each session clearly 
influenced others as all three took place weekly. All observations 
were overt; everyone knew when the observations were being made and the 
identity of the researcher. In fact, the central purpose of the study 
was to increase the level of collaboration and participation among the 
different professional groups in the program. This objective was 
established at the outset of the research process as the suggestions 
and preferences elicited from the participants themselves shaped the 
design of the multidisciplinary sessions. The information gathered 
through these field observations is used in this section to describe 
each multidisciplinary session as this researcher observed them, and as 
the participants perceived them. Since evaluation of the sessions by 
the participants during two large group interviews are more closely 
examined later, in this section field observations are presented in two 
ways; (1) before the first large group interview, and (2) following 
the first large group interview and prior to the second large group 
interview. 
Case Review Conference: The First 3 Months 
Physical Space 
The meeting room for the case review conference was a common group 
area on the first floor of an off-campus house that served as the 
administrative and clinical quarters for the CFHP. The room is 
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comfortably furnished and is approximately 25 feet long and about 12 
feet wide. The east border of the room leads to the reception area and 
secretary's office, separated by a sliding wooden door. The south 
border leads to the office of the associate director, and is also 
separated by a sliding wooden door. The southwestern section of the 
room leads to a kitchen area that is open with no structural barriers. 
The northwestern part of the room leads to a second floor that includes 
three clinical offices. A fireproofed door separates this area. 
Participant 9, a member of the CPHP since the program was established, 
described the meeting space in this way: 
I like the idea of us [CPHP] having our own space. When the 
program began, it seemed like we were constantly searching for a 
space—and an identity. We have been located in four different 
areas of the hospital since the program's beginning [September 
1987]. This has been unsettling to say the least. With regard to 
the "living room" [space for case review conference], I like the 
comfort and informal feeling it encourages—feels kind of "homey." 
We have access to the telephones, can get coffee and things like 
that, and we're far enough and close enough to the kids [CPHP 
school is on the main campus about 200 yards from the house] to 
not be disturbed or to get there quickly if we need to. 
This common area often accommodated as many as 25 individuals, 
including students and adults. During the average case review 
conference in the first 3 months of the research, there were 8 staff 
members in attendance. Seating was thus fairly comfortable, and the 
room was generally viewed as being adequate. 
Purpose 
As a result of the survey questionnaire and discussion with 
participants prior to the research period, the purpose of the case 
review conference was to develop a comprehensive treatment and 
intervention plan for one student and their family. Various staff from 
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the student's clinical team (clinical administrator, creative 
therapist, educator, psychiatrist, student intern) were expected to 
attend and share pertinent information, ideas, and observations about 
the student's treatment program from their perspective. The case 
review conference took place on Tuesday morning from 10:45 to 11:45. 
During the staff meeting in which the case review conference was 
designed, it was decided that new students and students in crisis would 
be priorities for discussion. Decisions as to which particular student 
and family would be the focus of the case review would be determined by 
consensus during the general staff meeting, which took place on the 
previous Friday morning. 
There are so many details and activities that have gone unattended 
in this program—leading to conflicts and "surprises" that can be 
embarrassing and frustrating. For instance, I want to have a 
clear understanding of the insurance situation, position of the 
school district, and family resources before we design a school 
program. When I go to meetings with outside agencies, I want them 
to be anticlimactic—you know. I'd like to have most of the 
pieces in place so we can just put on a "stamp of approval." Even 
if we don't agree, I'd like to know what others' positions are— 
which means we have to do our homework and have all the components 
of our program in place. 
[Researcher] So you envision the case review as getting a 
handle on those pieces—in a proactive way? 
[Participant] Absolutely! [Emphasis] The problems we face 
internally regarding case management occur consistently—they all 
look very similar. Urn, because so many things are involved like 
schools, courts, insurance—someone has to have a handle on it. 
And in this place we seem to wait until there's a problem and then 
"scurry around" for a band-aid solution. In the meantime, all 
hell breaks loose with the kid and family because the rules of the 
game change so much. 
[Researcher] Who is someone? 
[Participant] [Laughs] There are times I feel like 
"someone" is a real person because I hear it so much—in fact we 
[educators] have a special joke about this "someone." Seriously, 
it speaks to who's in charge and who's responsible. I'm hoping 
this meeting will clarify that—and also help each of us to 
develop a sense of our own contribution to the "system" as you 
[researcher] call it. [Participant 3] 
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In the first 3 months of the study and prior to the first large 
group evaluation of all three multidisciplinary sessions, there were 10 
case review conferences. On three occasions, the sessions were 
postponed: (1) due to the Labor Day holiday, (2) due to an agency-wide 
conference, and (3) due to hospital-wide CPR training. As indicated 
previously, an average number of 8 participants attended the 10 
sessions. During the initial large group meeting that determined the 
purpose and objective of each multidisciplinary session, the group 
decided that a "staff day book" would be utilized to keep a record of 
minutes of the sessions, and as an additional means of canmunication 
outside the context of staff meetings or group sessions. The "staff 
day book" is examined further in this section, and was used by this 
researcher throughout the study to check on what was observed in and 
out of multidisciplinary sessions. 
Leadership 
The clinical administrator, who also serves as the primary 
therapist for each student, was responsible for facilitating the 
session. A primary aspect of this role was to target a particular 
student to be discussed, and to gather views and opinions from each 
team member prior to the multidisciplinary session. As Participants 6 
and 11 indicated, this task was often not completed in an effective 
manner. 
It seems like those of us closest to the kids are the last to know 
these things [that a meeting about the student will be taking 
place]. My understanding is that we would have time to prepare 
to know who we'll talk about a few days before unless, you know 
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there's something else that comes up. I was told [emphasis] about 
two minutes before this last one [case conference]—literally two 
minutes—that we were discussing [a particular student]. Now, I 
sure can think of a lot to say about him [student] but would 
appreciate having time to prepare. [Participant 6] 
The way you hear things around here [CFHP] is amazing sometimes. 
I heard about [student's] review through [Participant 8, intern], 
who I_ [emphasis] am supervising! Not only is that embarrassing— 
and maddening—but I am trying to be a role model—you know, 
helping [Participant 8] to be responsible and professional. I 
thought we were going to be more on top of these kind of things by 
adding these groups—it's more frustrating for me now because I 
had high hopes. 
[Researcher]: How do you imagine this can be resolved? 
[Participant]: That's a loaded question [smiles]. I'll have 
to bitch and moan—again—during a staff meeting or something and 
maybe be left feeling like I've said what I've needed to but that 
it's fallen on deaf ears. 
[Researcher]: Who is most likely to support your view? 
[Participant]: You know who—other staff who feel just as 
frustrated. 
[Researcher] : Like . . . ? 
[Participant]: All right. It's amazing but almost everyone 
except those who make the rules—or have the power to carry or not 
carry them out. This thing about not preparing for "CRC's" [case 
review conferences] or eliciting our opinions is typical in most 
areas of the program—it's merely a symptom of a bigger disease. 
[Participant 7] 
This perception of leadership as being underdeveloped and 
indecisive was observed by this researcher throughout the first 10 
sessions. These observations appeared in the way of (1) unpreparedness 
with regard to clarity of treatment problems, formulations, and the 
collection of opinions from members of the clinical team presession, 
(2) late arrivals and inconsistent attendance of staff members, (3) 
relatively little closure or resolution of presenting problems when 
sessions ended, (4) exclusionary discussions that typically involved 
only higher level administrators, and (5) an idiosyncratic structure 
which was based on the personality and style of the primary therapist 
facilitating the session, resulting in an inconsistent use of the time 
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from week to week. Participant 8 described her perception of 
leadership following one of the case review sessions: 
It seemed like it took us half the time today to identify the 
problem or problems. Somehow it seems like we should have a 
better idea of where people stand before the meeting, so that we 
don't have our problems [emphasis] dominate the meeting. Once we 
finally come to some agreements, there's little time for talking 
about ways to handle things. That's really what I need, 
especially because I'm still playing catch-up with what goes on 
here. [Participant 8] 
One particular case review conference seemed to illustrate the five 
areas associated with the nature of leadership presented above. Ten 
participants attended the session, which was the fourth session in the 
sequence. The session began about 10 minutes late, because the primary 
therapist was held up in a previous meeting. The teacher of the 
student being reviewed was not in attendance, due to scheduling and 
coverage problems. From the outset of the session, the facilitator 
appeared preoccupied and unprepared. In fact, the session began with 
the facilitator reading the history of the student from the 
confidential file, despite the fact that the student had been in the 
program for 8 months. 
I can't believe we had to sit through that—here's a kid we all 
know too well—and we have the damn history [emphasis] read to us. 
No wonder he's in crisis—I got lost right from the start today, 
really resented being there. As you could see, [researcher], I 
had nothing [emphasis] to say other than we need to have a plan 
with this guy. When someone's here as long as [student], and the 
same problems exist—or even become worse—we definitely have to 
look at our own actions—or the lack of them. Today's meeting was 
characteristic of ineffective planning and teamwork. As you, 
[researcher], could see—we really accomplished nothing today and 
we will all continue to handle [student] in our own way. 
[Participant 4] 
During this session, as in all others, the researcher compiled a 
frequency count of the number of times each participant talked. The 
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primary therapist of the case spoke 42 times. Other participants spoke 
the following number of times: 
Participant 1: 0 
Participant 3: 16 
Participant 4: 2 
Participant 5: 8 
Participant 7: 1 
Participant 8: 0 
Participant 11: 14 
Participant 16: 22 
Participant 19: 8 
In observing this discussion, it appeared that higher level 
administrative staff were more elaborate in presenting their view. 
Also, when milieu staff, in particular, did speak, it was in response 
to specific questions or comments presented by administrative and 
supervisory staff. The ranainder of the group appeared to function as 
observers as conversations were unidirectional, proceeding from primary 
therapist to participant and back to the primary therapist. 
I get easily overloaded and intimidated during some of these 
meetings. Part of this is certainly my own "stuff"—and also 
connected to my position [intern]—but I can see that other people 
are also miles away. A lot of the time we move on to different 
issues without finishing previous ones—at least that's how I feel 
about it [the discussions]. Things really happen fast and I 
usually talk with other people I think are lost too after the 
meeting just to check some things out. 
[Researcher]: What do you discover by talking with others 
outside the meetings? 
[Participant]: That they are lost too—and that at times I 
have even more of a clue than they do. [Participant 8] 
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As presented in Chapter 3, when reviewing the organizational 
hierarchy, there are two fairly distinct "administrative tiers" in the 
program: (1) the administrative team consisting of the program 
director, associate director and clinical director, and (2) the "direct 
care supervisory team," including the two clinical administrators, the 
educational coordinator, and the creative therapist. While 
facilitating the case review conference was a function designated to 
the primary therapist of the student, it was the administrative team 
members that possessed the ultimate decision-making authority. 
Our last case review [cited above] is all too typical. There's 
lots of "lip service" to having opinions expressed and 
appreciated, yet in the final analysis the decision is made for 
you. It's as if—kind of like politicians—they hear what you say 
and shake their heads yes—but then they make decisions that 
demonstrate they didn't hear a thing, only what they wanted in the 
first place. 
[Researcher]: You used and referred to "they" a few times. 
[Participant]: Come on [smiles], it's all about census and 
money here. As long as people have insurance they're here. As 
long as our opinions support their [students'] being here [CPHP] , 
then the beat goes on. 
[Researcher]: You seem to imply you're not a part of the 
process—at least not really? 
[Participant]: That's pretty much it. The decisions—at 
least I think—are made behind closed doors. The power lies with 
those who have the least contact with these kids. 
[Researcher]: While I catch your drift, you still seem 
vague. 
[Participant]: Trust is a real big issue here. 
[Participant 2] 
The complexities of being a participant observer were more 
significant for this researcher during the informal interviewing 
process. The more focused my observations became due to the emerging 
themes and issues in the program, the greater my involvement became 
with participants as they shared intimate views of the program and of 
each other. This researcher consequently had to balance his 
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professional position with his role of researcher through frequent 
conversations with peer debriefers. 
Approximately 6 weeks into the study, the associate director 
approached the researcher and indicated that he would be leaving the 
CPHP within 2 weeks. He indicated that he had not shared this 
intention with others in the program, and that he planned on discussing 
his decision with staff at the next staff meeting (2 days later). The 
subsequent announcement and departure of the associate director, 
particularly in light of the prominence of the leadership issue in the 
program, had a major influence on the multidisciplinary sessions and 
major activities of the program. Among the most significant influences 
were (1) the reorganization of the hierarchical structure of the staff 
system, (2) the shifting of roles and rules within the staff system, 
(3) the impact of the associate director's leaving on the students and 
their families, (4) the impact of the associate director's leaving on 
individual staff, and (5) the eventual inclusion of a new associate 
director in the program. 
Exercise of Supervision 
The case review conference served two supervisory functions in the 
first 3 months of the study: (1) administrative, and (2) interventive. 
These areas are described separately below. 
The administrative function of supervision during the case review 
conference was intended to provide staff with a clear understanding of 
(1) their role in the student's treatment, (2) specific guidelines and 
rules related to their roles, (3) the position of other team members, 
(4) the extent of involvement of larger systems such as school 
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districts, insurance companies, courts, social services, et cetera, and 
(5) the goals and objectives of the student's placement. Supervisory 
responsibility during this session was delegated to the primary 
therapist of the case being reviewed on the particular day. Thus, the 
primary therapist was responsible for gathering information related to 
each of the five areas indicated above. 
The associate director and clinical director were responsible to 
supervise the actions of the primary therapist. Since the associate 
director also served as the primary therapist for some students and 
their families, he facilitated some of the multidisciplinary sessions. 
As indicated previously, the sessions appeared to be organized 
according to the personality and style of the facilitator, a phenomenon 
that led to an inconsistent use of the case review time. This level of 
ambiguity and lack of a structured format was the source of frustration 
for some participants. 
I will suggest to teachers that they attend certain meetings only 
—pretty much the ones led by [Participant 19]. It's sad to say 
but the others are a waste of pretty valuable time. The groups 
are chaotic, there is little focus, and I end up taking an 
adversarial position—forever going over the same questions and 
concerns, like, "What is the plan?" "What is the position of the 
schools?" "How long will the kid be with us?"—etc. I prefer we 
not disrupt the classes [by the teacher attending the case review] 
unless we will accomplish something meaningful. [Participant 3] 
The theme of organizing both the staff and larger system of the 
student in a haphazard manner was also a concern shared by Participant 
14: 
In school [social work program] we are constantly exposed to the 
importance of networking and being aware of the impact of other 
institutions on clients. There is virtually no inclusion of these 
areas other than what we discuss in our family team or when 
[Participant 19] reviews a case. As you, [researcher], have said. 
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we need to be aware of the "multiple systems" influencing the 
client and these families—including our own. Unfortunately, 
someone could just walk into our program, take a look at the kid— 
and know which team they belong to. 
During the course of the first 3 months of the case review 
conference, in this researcher's opinion, the administrative function 
of supervision was inconsistent and reflective of the underorganized 
hierarchy in the program. There appeared to be little clarity or 
consistency regarding the format for the case review and the objectives 
for the team involved with the case. 
The interventive function of supervision during the case review 
conference was intended to be an extension of the administrative 
function. That is, in addition to clarifying the problem(s) of the case 
being reviewed, a comprehensive plan for action by the multidisciplinary 
team was a primary objective. Included in this process was the 
development and implementation of the "master treatment plan, " which was 
devised as part of the student's confidential file. These documents are 
examined in more detail in this chapter beginning on page 102. 
The development of intervention plans seemed to follow the 
inconsistent patterns of other aspects of case review conferences 
previously discussed. The more unprepared and out of contact a primary 
therapist was with the multidisciplinary team, the more vague the 
clinical plan. The more vague the clinical plan, the more frustrated 
and disconnected the team became. Participants 11 and 13 expressed 
their views in this way: 
The same kids present the same problems week in and week out. 
There is little movement or sense of direction. If so and so is 
being restrained five times a week—well—it's pretty clear 
something isn't working. All I want is something concrete you 
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know—like if [student] does X, we'll do Y. And we'll [team] all' 
[emphasis] do it. You [researcher] have seen this approach work 
with others—it's comforting to know that for better or worse at 
least we have a strategy—something we can always modify if we 
need to. [Participant 11] 
The problem for me is twofold. I don't trust the leadership in 
terms of their ability to provide reasonable suggestions or 
alternatives. They are incredibly vague and do a lot of 
"theoretical dancing." I don't really care about the theory or 
the fancy words. I want to know what works [emphasis]. Finally— 
they [leadership] don't have credibility with me. . . . 
[Researcher]: "Leadership" and "they" are vague terms. 
[Participant]: Come on. It's really clear in this place 
what works and what doesn't. We have this "good team" and "bad 
team" situation that is consistent in all areas—all you have to 
do is walk into the school—as you [researcher] know. It is 
crystal clear. I see the so-called clinical director—is this 
okay? 
[Researcher]: Go on. 
[Participant]: I see [Participant 16] for 45 minutes every 2 
weeks with the kids on my team. Unless you [researcher] are 
there—they go off the wall. How am I supposed to appreciate her 
feedback if she can't do it [the work] herself? [Participant 13] 
This notion of a "good team" and "bad team" appeared to be a 
pervasive perception in the program. As a result, significant 
territorial issues and compartmentalized affiliations among team 
members developed further. These alliances and coalitions seemed to 
parallel and reflect hierarchical structures in the staff system at the 
executive level. In the opinion of this researcher, the relative 
difficulty in devising practical intervention plans during the first 3 
months of the case review conference was illustrative of supervisory 
inconsistency and ambiguity. 
Group Process and Interactions among Participants 
in the First 3 Months 
Despite the fact that 19 staff members and interns participated in 
the study, during the first 3 months of the case review conference an 
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average of 8 participants attended (approximately 42%). There appeared 
to be several reasons for this: (1) the leaving of the associate 
director and a social work intern about 2 months into the study, 
(2) academic responsibilities of three student interns, 
(3) administrative responsibility of the program director to the larger 
agency, and (4) the infrequent attendance of educational staff, 
including two classroom teachers and one physical education instructor. 
For the purposes of this research. Reason 4 is perhaps most meaningful 
and is examined later in this section. 
A "core group" of participants were consistently involved in the 
case review, rounds, and family team sessions. These participants were 
Participants 1, 2, 3, 4, 5, 7, 8, 11, 14, 16, and 19. The attendance 
of these staff also varied, although each attended at least half of the 
first 10 case review conferences. Their attendance at the rounds and 
family team sessions are discussed in those parts of this section. 
The relationships and interactions among participants during the 
first 10 case review conferences seemed to vary, depending on the 
leadership style of the facilitator. When the facilitator was 
directive, the verbal exchanges and interactions appeared to go from 
the facilitator to one participant, and back to the facilitator. The 
remainder of the group appeared to function as observers, with little 
dialogue or conversation taking place between them. This style was 
perceived by some participants as disturbing and undermining of the 
collaborative intention of the sessions. 
It felt sort of tight and even tense in there [case review] today. 
I noticed people being defensive and on guard—almost feeling 
blamed and put on the spot. It seemed like opinions were not 
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being sought—we were being given instructions and commands. I 
felt kind of like a school girl again. [Participant 8] 
My understanding was that the group would be seen as a resource— 
you know—as a means of support and working toward more 
consistency. The only support I felt today (in the same case 
review conference as above) is the old "us against them" approach. 
[Researcher]: Can you elaborate on that? 
[Participant]: Same old story—I can tell you how these 
groups will turn out based on who "leads them"—that's a laugh— 
sometimes people are so indecisive one minute and condescending 
the next. Like, because a kid or family—or staff for that 
matter—is struggling, it doesn't mean it's anyone's fault. As we 
talked about in the family team we need to focus on the meaning 
[emphasis] of the behavior, and we can assume that everyone's 
doing the best they can. Including us [staff]. [Participant 11] 
In stark contrast, when the style of the facilitator encouraged 
collaboration, verbal exchanges and interactions among group members 
took place more freely. An emphasis on the group process elicited 
through the use of "circular questioning" (Selvini-Palazzoli et al., 
1980) reinforced the notion of the participants being parts of a 
"system." When interviewing participants following case review 
sessions organized to call forth their perceptions of the functioning 
of the team in a circular fashion, the majority of direct care staff 
remarked about the importance of group support and the ways in which 
the group could be used as a resource in developing helpful strategies 
to improve their work with students and families. Participant 7 
reflected on one particular session in this way: 
Wow—that was a lot of fun today. It was exciting to see the 
creative and different ways we can work with [student]. It just 
felt like we were all there [emphasis], one team talking about one 
[emphasis] thing. I couldn't wait to try out the strategy, 
especially since it involves the video. 
[Researcher]: Was there a particular idea or view generated 
from the group that was especially helpful? 
[Participant]: Oh yeah—you know—the part about what 
[Participant 4] does when [student] and I start to go round and 
round [struggle]. It's like—there are so many dynamics. Not 
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only did I learn that the rescue gets in the way of me handling 
things myself, we [Participants 4 and 7] are now more aware of 
having other alternatives or getting help from others if we need 
to. [Participant 7] 
During the supervision session referred to above. Participant 7's 
difficulty in working with a particularly aggressive student was 
discussed. Through the circular questioning technique, the facilitator 
asked Participant 8 to describe Participant 4's actions when struggles 
escalated. The issue was thus reframed as a systemic phenomenon, and 
challenged the notion of the problem residing solely between the 
student and Participant 7. As the discussion progressed, staff members 
identified ways that each may have contributed to the conflict, and 
ultimately, creative ways in which they could help to change 
interactional patterns. 
There were four common areas shared by participants with regard to 
team functioning that were considered most helpful: (1) a leadership 
style that encouraged participation among members while maintaining a 
group focus, (2) developing strategies and intervention plans that 
could be consistently implemented in all aspects of the student's 
therapy, (3) perception of the staff group as being supportive and team 
oriented, and (4) the opportunity to learn various approaches from the 
styles and expertise of other participants. 
The educational staff was represented by the educational 
coordinator during 9 of the first 10 case review conferences. The two 
classroom teachers attended a total of 2 of the first 10 sessions. 
There appeared to be two primary reasons for the relatively infrequent 
attendance: (1) the time the case review conference was scheduled, and 
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(2) the teachers' frustration with the process of leadership in some of 
the sessions. These areas are examined below. 
In the CPHP, the educational component of the program operates 
from 8:00 a.m. to 12:00 noon (see Table 6, appendix I). Because the 
case review conference took place between 10:45 a.m. and 11:45 a.m., in 
order for the teacher of the student slated for discussion to be 
available, coverage by a student intern was necessary. This 
arrangement was possible only when the atmosphere in the classroom was 
relatively settled. Participant 15 described her experience this way: 
Sometimes it's a balancing act. The classes can be so volatile at 
times—things happen so quickly. While I know the groups are 
important—I also know it can be really hard to put the pieces 
back together in the classroom once the group goes off 
(misbehavior and disruptiveness of students]. [Participant 15] 
The perception by educational staff of some case review 
conferences as being unproductive and ineffective created a significant 
paradox, as the research progressed. The more staff experienced the 
sessions as ineffective, the less invested they became in participating 
or attending selective sessions. The less the staff attended, 
particularly the classroom teachers, the more pronounced the dichotomy 
was between departments. As the interview above continued. Participant 
15 shared the following view: 
Sometimes—quite frankly—it's probably "safe" [the classroom is 
relatively settled] to attend the group meetings, but I always 
check to see who is being discussed to see if it's worth the risk- 
-or my time. I know that sounds—well—aloof, but it can be, and 
too often is, very disillusioning to sit through an entire hour 
and at the end feel more confused or "up in the air" about things 
[the status of the student]. [Participant 15] 
It is this researcher's opinion that four major factors 
contributed to the schism in the program: (1) the lack of integration 
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of the clinical and educational components in the program schedule; 
educational hours were from 8:00 a.m. to 12:00 noon, and clinical hours 
were from 12:00 noon to 4:00 p.m.; (2) the separation of the two 
components in terms of physical boundaries: clinical space was located 
about 200 yards from the educational space; (3) a conflictual 
relationship between the educational coordinator and members of the 
executive subsystem; and (4) the inability of the executive subsystem 
to arrange a program schedule that would allow all participants to be 
available at the same time. 
There were striking similarities in the way that positive aspects 
of relationships were described by educational staff and the "core 
group" who consistently attended the case review conferences. These 
similarities were described in the way of (1) positive feelings toward 
supervisors or facilitators who encouraged collaboration and a 
supportive environment, (2) a relatively frequent level of interaction 
among members, and (3) the development of trust and affiliation within 
the groups. For educational staff, these relationships were cultivated 
in the afternoon after the completion of the school day. The extent of 
the influence of the group sessions on the "core group" are more 
difficult to ascertain, because the three sessions occurred weekly and 
different levels of support were experienced at different times. 
Through the first 3 months of the study, however, the relationships 
across professional groups continued to appear problematic, as 
evidenced by the relatively infrequent interactions among them. 
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Influence of the Case Review Sessions 
on the Major Activities in the Program 
The influence of the first 10 case review conferences on the major 
activities in the CFHP was examined in two ways: (1) observations by 
this researcher and interviews with participants related to the 
implementation of intervention plans in the students' therapy, and 
(2) review of program documents, such as master treatment plans and the 
staff day book. These two areas are discussed separately below. 
First, in the opinion of this researcher, intervention plans 
developed in the first 10 case review conferences were inconsistent and 
completed without a structured format. As a result, the design and 
implementation of treatment plans changed from week to week, and 
appeared to be related to the leadership style of the facilitator. 
This perception was a source of frustration and concern shared by many 
participants. Participant 3 described his experience: 
I am looking for something simple and concrete—nothing 
theoretical, long-winded, or complicated. We have to understand 
that the kids and families are challenging and complex enough. 
Staff have very different levels of sophistication—the most 
appropriately devised plan in my opinion will be easily understood 
and doable. [Participant 3] 
The practical application of ideas and interventions formulated in 
case review conferences was a fundamental expectation of the sessions 
according to many of the participants that were interviewed. This 
researcher observed three intervention plans during the first 3 months 
that appeared to be consistently carried out during therapy sessions 
and other program activities. There appeared to be four common 
features of these plans: (1) active involvement by all team members in 
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the design, (2) clarity of problem identification and a related 
framework for treatment, (3) concrete intervention strategies, and (4) 
linkage of family issues with actions in the therapeutic milieu. 
Participants 7 and 13 remarked about one of the effective intervention 
plans: 
Right from the start the plan was destined to work. I mean—you 
know—the team was involved and in agreement that [student's] 
behavior was not acceptable. We were united in our concern and 
willing to be supportive at the outset. Finally, not only did we 
come up with a precise plan—we made arrangements to introduce the 
ideas to the family and then ultimately to [student]. And he 
[student] really looked relieved when the plan was introduced. It 
felt really powerful to have the team and family on the same wave 
length. We were joined, you know, in a supportive—uh— 
constructive way—like "we" would all handle this together. No 
wonder [student] looked so comfortable. [Participant 7] 
Because of my position [classroom teacher], I rarely see the 
parents other than at PPT [Pupil Placement Team] conferences. 
What I appreciate about this case review was the proactive and 
focused way it was handled. First, we identified the problem—you 
know—kind of according to how we see [student]. Then, we talked 
about goals—where we'd like to see things head; and then, we came 
up with clear and reasonable ways of attaining them. Maybe most 
important was working with the family to devise a similar plan for 
home—uh—it was fascinating to see how [student's] patterns [ways 
of relating to others] are carried from place to place. It felt 
good to be part of a process that had some direction and purpose. 
[Participant 13] 
As can be seen from the interviews, the four common features 
highlighted previously were considered positive aspects that influenced 
the actions of the team outside the context of the supervision 
sessions. The efficacy of the sessions during the first 3 months of 
the study were experienced as being inconsistent by many participants, 
however. It is this researcher's view that as a function of 
administrative supervision, a structured format that could be 
incorporated in each session despite the leadership style or 
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theoretical orientation of the facilitator was necessary to maintain an 
effective level of consistency and focus for the team. 
The second part of this section examines various program documents 
such as the master treatment plan and staff day book. These documents 
are described and reviewed separately below. 
The master treatment plan (MTP, see appendix D) is used within 
both the CPHP and larger agency. It is intended to present (1) an up- 
to-date record of the client's diagnosis according to DSM-IIIR criteria 
(1987), and (2) a comprehensive formulation for treatment. The MTP was 
designed by the quality assurance and medical records departments 
within EPI. In the CPHP, the clinical administrator was responsible to 
complete the MTP within 10 days of the student's admission, with 
updates expected at least every 90 days. 
All team members involved in the student's therapy were expected 
to participate in the formulation of the MTP, culminating in their 
signature at the end of the document. During the first 3 months of the 
research, 12 MTPs, including updates, were completed. In 3 cases, a 
representative from each team contributed to the design of the 
treatment plan and signed the document. In 6 of the remaining 
documents, only the clinical administrator and clinical director 
completed the forms. In the 3 remaining plans, educational staff were 
not represented; members who were in attendance included the clinical 
administrator, clinical director, creative therapist, and milieu 
therapist. Participant 11, following an MTP meeting that occurred 
during a scheduled case review conference in the first month of the 
study, expressed her perceptions: 
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First of all, the meeting took place upstairs [in the office of 
the clinical director] when I thought all these meetings would 
take place in the living room. The meeting was run as always—you 
know—before we started these other groups [case review]—uh, only 
three of us [associate director, clinical director, creative 
therapist] and just filling out forms. Strategies were more for 
purposes of semantics—you know, so that it sounds "right" for 
insurance companies. There was no discussion about [student] 
other than, what do we need to include—that sort of stuff. 
Initially, the MTP was targeted as the end product of the case 
review conference. As examined previously and indicated above, this 
did not take place consistently during the first 3 months of the study. 
In this researcher's opinion, the MTP's function of providing an 
effective level of consistency and structure for the case review 
conference was underutilized, and perhaps reflective of leadership 
issues at the administrative level. Interestingly, in the three case 
review conferences that participants perceived as most useful, the 
completion of the MTP by the entire multidisciplinary team took place. 
The staff day book was enclosed in a spiral notebook and kept in 
the office of the unit secretary, next to the files and records of the 
students. This location was agreed upon prior to the implementation of 
the three multidisciplinary sessions as an area that was easily 
accessible. The purpose of the staff day book was to record minutes of 
the sessions and to provide an additional resource for staff to share 
information and observations, including evaluations of treatment plans 
originating in case review and rounds meetings. This information was 
not limited to questions or observations about students. Also included 
were communications about staff schedules (days off, vacations, 
conferences, off-grounds meetings), program policies, special 
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announcements, and so forth. The focus of the staff day book in this 
part of the chapter is related to the first 10 case review conferences. 
Minutes of the case review sessions were recorded by various 
members of the multidisciplinary team in the staff day book. In 
addition, this researcher recorded his observations of the sessions and 
reviewed the staff day book as a further means of checking the data for 
convergent validity. In the first 3 months of the study, there were 
several patterns that emerged when reviewing this document: (1) 
recording of sessions was completed by one of the following 
participants; Participant 4, Participant 7, and Participant 11 (staff 
representing the clinical and milieu departments), (2) with the 
exception of one out-of-session entry by the educational coordinator, 
educational staff did not use the day book, (3) recordings that 
occurred out of session related to the processes within case review 
conferences were completed by either clinical or milieu staff, and 
(4) content of out-of-session recordings clustered in two ways: 
(a) evaluations and updates regarding the efficacy of interventions, 
and (b) specific questions seeking information updates from other areas 
(school behavior, family response, larger systems participation, etc.). 
The inconsistent and relatively infrequent use of the staff day 
book in the first 3 months of the study appears to be reflective of an 
underfunctioning staff system observed in various aspects of the CPHP 
previously presented. In this researcher's opinion, there seemed to be 
little carry-over of the majority of the conferences on a programmatic 
and pragmatic level, including appropriate use of the day book. While 
the staff day book was recognized by some participants as being a 
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useful communication resource, those same participants felt that not 
enough members of the multidisciplinary team were involved in the 
process. Participants 4 and 11 described their feelings this way: 
It's like, well, kind of like sending notes back and forth between 
the same people. I'd like to think my comments or concerns are 
taken seriously—or at least being read [emphasis]. But, as you 
can see, [researcher], the same group continues to use the book, 
and the same group does not. We still need a vehicle—or perhaps 
a time and place—to really talk this stuff out. We continue to 
go from "one fire to another" and that seems to get in our way of 
really talking about one another, you know, ways we can get it 
together as one team [emphasis]. [Participant 4, about 6 weeks 
into the research] 
What I like about the book, and you [researcher] know this, it's 
another way of connecting with people. There's some pretty funny 
stuff in there—takes the seriousness out of work—or at least 
keeps it in perspective. We have some really creative people 
here, but sometimes we get stuck. I really feel the day book is 
helpful—whether or not everyone uses it, at least I can say my 
stuff "is in there" if people ask me about doing things on my own. 
It can be a safeguard of sorts. I know that sounds defensive, but 
when people come to me, I can ask them if they've "read the book." 
If not, I think it's their responsibility. 
[Researcher]: Are you hoping that will encourage folks to be 
more involved? 
[Participant]: You bet. It's like, 'Hey, we all decided 
this would be helpful—what's the problem?" The funny thing is, 
most of us have the same complaints—not enough time, we need more 
information, you know the rest. Well—take and make [emphasis] 
the time. Good communication doesn't happen unless people make 
the effort. [Participant 11] 
Rounds Meeting: The First 3 Months 
Physical Space 
The rounds meeting took place on Thursday morning from 10:45 to 
11:45 in the same common group area described previously. 
Purpose 
The purpose of the rounds meeting was to share information and 
observations about each student, encourage multidisciplinary staff to 
share ideas and views, and allow an opportunity to organize 
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interventions in a consistent manner throughout the program. These 
meetings were designed to cover each student in the program in a fairly 
limited time period. Suggestions made during this session were 
subsequently targeted for further discussion at other times when they 
could be considered in more detail, such as the case review conference, 
family team, weekly staff meetings, and so on. 
We clearly need a place to review all the kids and to pass on 
information in the name of consistency and clarity. Now, it is 
really easy to get stuck in one area or one particular problem. 
We need this meeting to be focused and precise, so that we have 
time to talk a little about quite a lot of things. 
[Participant 3] 
In the first 3 months of the study and prior to the first large 
group interview, there were 12 rounds meetings. One rounds meeting was 
postponed due to an agency-wide conference. An average number of 10 
participants attended the 12 sessions. Since there were several 
similar features of the rounds session presented in the case review 
section of this chapter, the differences are particularly highlighted. 
Leadership 
The unit psychiatrist was responsible for facilitating the 
session. A primary reason for this is the medical-model orientation of 
the term, and the fact that "medical rounds" are an integral part of 
the history of meetings in the inpatient hospital units at EPI. Thus 
conceived, an important aspect of the rounds meeting was to review the 
medical and pharmacological (medication) status of each student. 
I really feel it's important for all of us to know what medication 
each kid is on, what the effects, positive and negative, might be, 
the reasons it is being used, et cetera. Up to now, there is 
little discussion about it, other than us having to know when to 
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bring the kids to Saybrook [inpatient unit] for their doses. 
[Participant 4] 
At the very first rounds meeting, the leadership position of the 
unit psychiatrist was acknowledged. In addition to sitting in the 
"seat of authority" generally perceived by participants, the meeting 
began with the psychiatrist's statement: "I will chair rounds." This 
pronouncement was perceived quite differently by some of the 
participants. 
She lost me right off the bat—the whole idea here is to recognize 
each of our positions, and views, as being important. Yes, we 
need someone to provide leadership, but not [emphasis] in a 
condescending way. The ironic thing is that she [Participant 16] 
depends on us for information 'cause she rarely sees the kids at 
all. [Participant 4] 
Leadership has been so unclear here, it helps for me to know who 
to go to for what kind of thing. I felt pretty relieved when 
[Participant 16] took charge. There's a lot to cover, and without 
some direction we'll never get to everything we need to. 
[Participant 2] 
These varying perceptions of leadership seemed to continue 
throughout the course of 12 sessions. Many participants desired a 
predictable agenda and focus each week, while at the same time 
expressing a preference for a collaborative team process during 
meetings. The incorporation and integration of these values appeared 
to be a source of struggle in the program for several reasons: (1) 
theoretical dissonance between medical model and systemic frameworks; 
the hierarchical stance of the facilitator seemed to discourage 
participation among team members in a circular fashion, (2) a general 
lack of trust on the part of many of the participants for the 
administrative and clinical hierarchy in the program (3) the relative 
unavailability of executive level staff during the day-to-day operation 
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of the CPHP, and (4) the continued absence of classroom teachers in the 
sessions. Participant 15 summed up these areas in this way: 
We have many parts of this program that just don't make sense. 
Policies and procedures are handed down without feedback or 
suggestions from those of us who work day to day with the kids. I 
am lucky if I see [Participants 9 and 16] once every 2 weeks. I 
can count on one hand the times they have come into the school— 
usually to "show someone around," but never as a way of "checking 
in" or talking about what we do. I don't know or have much 
confidence in leadership in the program, other than within the 
school and with a few of the other staff. And that concerns me 
because I often feel lost when working with these kids. 
Despite the emerging issues and consistent perceptions by 
participants during interviews about the nature of leadership in the 
program, this researcher observed a higher level of collaboration and 
structure to the rounds sessions as the first 3 months progressed. One 
particular rounds meeting. Session 6 in the sequence, seemed to 
highlight some of the changes. The session is reviewed below. 
Ten participants attended the session, including Participants 1, 
3, 4, 5, 7, 8, 11, 16, 18, and 19. Participant 3 took responsibility 
for recording the minutes in the staff day book, and the session began 
on time. During the session, a frequency count of the number of times 
each participant talked was recorded by the researcher, which is listed 
below: 
Participant 1: 2 
Participant 3: 10 
Participant 4: 18 
Participant 5: 28 
Participant 7: 22 
Participant 8: 2 
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Participant 11: 16 
Participant 16: 24 
Participant 18: 2 
Participant 19: 8 
In observing the discussion, it appeared that the conversations 
took place among team members more frequently than observed in prior 
rounds or case review sessions. As the session progressed, the 
facilitator's role became less central, which seemed to encourage more 
participation among team members. In fact, the issue of communication 
among team members was confronted by Participants 7 and 11, which 
appeared to have the effect of freeing up other staff to share similar 
views. 
That was much more lively and useful for me. I really appreciated 
[Participant 11's] strong stance in challenging the way we 
communicate, especially right in the "here and now" as you 
[researcher] call it. It just felt like finally we can talk about 
how we really think about things. [Participant 4] 
Having things come to a "head" like that is probably just what we 
needed. It seems like everyone has been so withholding and tight 
lately. I think it's more tense when we "act" as if everything is 
okay. [Participant 8] 
As can be seen above, explicit conflict within the group appeared 
to move the system toward resolution and solution-oriented actions. 
The majority of the participants seemed to experience the overt 
confrontation as being positive and closer to the theme of 
collaboration. In the opinion of this researcher, this particular 
session was the critical phase in establishing a conversational 
framework for the rounds sessions, as well as a clearly defined agenda. 
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While the majority of staff interviewed in the first 3 months of 
the rounds meetings continued to share concerns with the organization 
and structure of the sessions, there appeared to be a more consistent 
level of participation than observed in the case review conferences 
during the same period. There seemed to be three reasons for this: 
(1) more consistency from session to session because one facilitator 
was responsible for leadership, (2) the structure and objective for the 
rounds meetings were more clearly defined, and (3) territorial issues 
were less significant since all the students and both clinical teams in 
the program were afforded "equal time." 
Exercise of Supervision 
The rounds meetings was designed to serve two supervisory 
functions in the first 3 months of the study: (1) administrative and 
(2) interventive. These areas are described separately below. 
The administrative function of supervision during rounds meetings 
was intended to provide staff with (1) an opportunity to share basic 
information and observations with other staff in the program, (2) an 
opportunity to raise questions that could be examined in more detail in 
other meetings, (3) a means of evaluating and assessing treatment plans 
and interventions, and (4) a place to clarify program policies and 
events. Supervision during rounds sessions was the responsibility of 
the unit psychiatrist. 
One particular aspect of administrative supervision during the 
first 3 months of the study that was identified by many participants as 
problematic was the time limitation. This aspect became increasingly 
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difficult as the number of students in the program increased. 
Participant 11 shared her feelings this way: 
Especially during this meeting, we need a clear and focused sense 
of direction. I get really frustrated when the conversation 
starts to wander—I am waiting [emphasis] for limits to be set so 
we can get through the agenda, and way too often they never occur. 
[Participant 11] 
The time-keeping function of these sessions was observed by this 
researcher as a related problem area to that described above. This 
phenomenon seemed to occur throughout the first 3 months, and was more 
frequent when the purpose of the session took on qualities of other 
sessions, such as the case review. 
The idea of this meeting—at least my understanding and intention 
—is to pass on basic information. Too often, we get off on 
tangents and consequently spend way too much time on one 
particular case. We have arranged other meetings for that 
purpose—and we need to stay with the program as we've arranged 
it. [Participant 3] 
During the course of the first 3 months of the rounds meetings, despite 
these areas of concern referred to above, in this researcher's opinion 
the administrative function of supervision became more consistent and 
clear as the research progressed. There appeared to be less room for 
opinions or theoretical discourse in these meetings than observed in 
the case review sessions. As a result, the task-oriented quality 
became more prominent, and the format for the rounds session was more 
solidified. 
The interventive function of supervision during the rounds meeting 
was used inconsistently in the first 12 sessions. When incorporated, 
the time was utilized to evaluate plans that were initiated in the case 
review conference. 
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The whole idea of coming up with these plans is to use them—and 
see if they have any impact. First, a plan has to be made, then 
it has to be carried out before we can determine if it's been 
effective. I like the idea of follow-up. It’s sort of a "check" 
on how we're doing—like, maybe there is some substance to our 
work. [Participant 4] 
On two occasions in the first 3 months, intervention plans were 
initially suggested in rounds meetings and later followed through 
during the case review conference. In both instances, the student 
being discussed was considered to be in a major crisis situation. 
It was hard to believe that things went so far [a student's 
problem]. Finally, though, we had the important "players" in the 
same room and we could talk about [student] in an informed way. 
The frustrating part is that it has to go to extremes before 
people listen. [Student] has had this problem [encopresis] on and 
off for 8 months. [Participant 7] 
[Student] has been sending out powerful messages for weeks. He 
keeps "upping the ante" and in fact has done a good job in letting 
people know he needs our support. It was really confirming to 
hear that [student] is giving them a hard time too. I was 
beginning to think he was just "picking his spots" in my groups. 
[Participant 8] 
When interviewing participants, they commented on several ways 
this function of supervision seemed to help them in their work: (1) it 
provided individual members and the team with a common objective, (2) 
they felt more supported by the notion of "being in this together," and 
(3) they had the opportunity to reflect upon and evaluate their work. 
As indicated previously, however, the majority of participants felt 
that this function was inconsistently carried out in the first 3 
months. 
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Group Process and Interactions among Participants 
in the First 3 Months 
An average of 10 staff members participated in the 12 rounds 
meetings during the first 3 months of the study. As was evident during 
the case review conferences, classroom teachers, the program director, 
and seme student interns did not attend on a regular basis. The field 
observations in this part of the section are therefore limited to those 
staff who took part in at least half of the sessions. 
Although many participants indicated that they were not satisfied 
with the hierarchical stance of the facilitator, they did acknowledge 
that her position was not as central as other facilitators in many of 
the case review conferences. As a result, there appeared to be an 
increased level of interaction among team members. In this 
researcher's opinion, there were several reasons for this: (1) 
conversations among group members were built in to the design of the 
rounds session, (2) the time-limited and task-oriented features made it 
more difficult for some personalities to dominate the discussion, and 
(3) dialogue was promoted because different views rather than the 
"correct ones" were expected. 
Historically, in this program, the people who argue the hardest— 
and longest—generally get their way. Now, that has made things 
quite crazy at times because some of us have more dominating 
personalities. In fact, many of the "final decisions" have not 
been made by those being paid to make them. Hopefully we can find 
a balance between sharing opinions, yet with the understanding 
that ultimately a decision must be made. [Participant 3] 
I was kind of surprised the first time I took part in this meeting 
when you [researcher] asked me to share my experiences with 
[student] about our individual therapy. Then, other staff asked 
questions and it made me feel really good—like I am [emphasis] a 
part of this program. [Participant 18] 
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The supportive quality of the groups became more apparent during 
interviews with participants about 6 weeks into the program. There 
appeared to be three main reasons for this: (1) because the associate 
director had announced his leaving, staff were more reflective about 
their relationships and processes within the program. (2) the frequency 
of staff meetings had increased by 3 hours per week, and (3) staff 
began to be more confrontive of each other as there was an increase in 
risk taking. 
[Participant 5's] leaving in some ways is no surprise—but is 
really something we need to take a look at. We've had too many 
people come and go for us to pretend it has nothing to do with the 
way we do things. [Participant 4] 
While Participant 11 shared feelings of sadness and loss about the 
departure of the associate director, she felt the rest of the program 
"coming together" because there was potential for more clarity 
regarding leadership: 
As you [researcher] say, "Give the system a bump and watch it 
jump"—the positive outcome of all of this is that now roles and 
rules will have [emphasis] to be clarified among the powers that 
be. While I will truly miss working with [Participant 5], I 
really feel it's [the departure] in our best interest—and 
hopefully his. [Participant 11] 
Despite some of the positive features presented above, the 
educational component of the program continued to be "cut off" from the 
group process within multidisciplinary sessions. Participant 7 
remarked about this further: 
It's like, half the program is missing. Even though [Participant 
3] is always here, I rarely get to sit down with [Participant 13 
or 15] . I just feel like there has to be a way that we could 
involve all of us. 
115 
Influence of the Rounds Sessions on the 
Major Activities in the Program 
The influence of the first 12 rounds sessions are examined in two 
ways: (1) observations by this researcher and interviews with 
participants related to applications of interventions in the students' 
therapy, and (2) review of the "staff day book." These two areas are 
discussed separately below. 
Three areas in which rounds sessions influenced the activities in 
the program were (1) initiation of intervention plans, (2) evaluation 
and modification of existing treatment plans, and (3) implementation of 
program policies discussed at rounds sessions. Participant 2 described 
her experience this way: 
It helped me [sessions] in two ways: by being a place to share 
frustrations and information, and as a way of preparing for my 
work with the kids. I like coming to agreements about which way 
we'll handle things, especially since, unfortunately, many of my 
groups have been hard to handle. [Participant 2] 
Other participants reflected on the benefits of follow through and the 
evaluative process: 
I like to think we really have a sound basis when working with 
these guys [students]. I feel more like a professional—and more 
like I'm learning if we can somehow evaluate—or take stock of— 
what we do. [Participant 14] 
Oh yeah, I like to come back to the meetings and share how 
well the plan is going. It really encourages others to be more a 
part of things. And if the plans aren't working, then we can 
change them, and that's fine. [Participant 7] 
The crisis orientation in the program, which was evident during 
much of the first 3 months, seemed to adversely affect the evaluative 
process since immediate problems generally took precedence: 
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We continue to be reactive, wait until a problem occurs and then 
patch it up. There remains a clear and unsettling difference in 
the way cases are managed. The same kinds of problems arise, and 
as soon as there's some semblance of resolution, other similar 
things arise. [Participant 3] 
In the opinion of this researcher, the rounds sessions maintained 
the crisis orientation in the CPHP. This perception is based on the 
relatively frequent deviations from the original design of the sessions 
in which all students were expected to be briefly discussed. In many 
of the first 12 sessions, one or two crisis cases dominated the 
discussion at the expense of sharing information and observations of 
all the students. 
Minutes of the rounds sessions were recorded in the staff day book 
by various members of the multidisciplinary team. The following 







3: 2 times 
4: 2 times 
7: 1 time 
11: 4 times 
16: 1 time 
19: 2 times 
As is perhaps indicative of an increased level of participation, 
twice as many (6) staff recorded in the day book during rounds compared 
to the case review conference (3) in the first 3 months of the study. 
The day book is really taking on a life of its own. Some really 
funny things are in there. I just enjoy looking at the comments. 
It is also nice to know there's a place to make announcements. 
[Participant 1] 
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The content of the recordings when taking minutes were relatively 
straightforward despite the identity of the participant responsible for 
documentation. This level of consistency and continuity was 
experienced by some participants as quite helpful: 
There are times I am either not here or need to go over the notes 
again to refresh my memory. It helps that the language and 
organization of recordings is completed consistently. 
[Participant 2] 
I like to go back to see if we've made any progress, you know, 
just to get a sense of how far we've come—or not come. Also, if 
for whatever reason we start to go against a certain plan or 
policy, I can look it up for confirmation. [Participant 7] 
Outside the sessions themselves, this researcher found little 
evidence of references to rounds meetings, although on two occasions 
possible topics to be targeted for the sessions were indicated. As 
described previously, the majority of entries in the day book were 
completed by clinical or milieu staff. The utilization and 
underutilization of the day book thus became a symbol and record of the 
continued dichotomy in the program. 
Group Intervision—Family Team Seminar 
The group intervision and family team seminars took place on 12 
occasions during the entire research period. Since the focus of the 
two large group interviews primarily included the case review and 
rounds sessions, all 12 sessions are reviewed in this part of the 
chapter. The term "intervision" [DeFrank-Lynch and Lynch, 1981] was 




The first three family team seminars took place in the CPHP 
"annex," a converted garage located about 10 feet from the 
administrative and clinical house. The annex was a single room, 
approximately 15 feet long and about 12 feet wide. This area was often 
used as a group therapy space for one of the clinical teams in the 
program. Since the family team seminars took place after program 
hours, participants selected the annex because they felt the space 
would be "private." 
After a long day, it's really nice to have time for ourselves. 
Even though there are days I really just want to "fly outa here," 
there's no other real time to connect with people. And the annex 
—well—it's not so "loaded." Most of our stuff [business] goes 
on in the house so it's nice to have some distance. 
[Participant 4] 
After the third session, however, all other family seminars except 
the last one took place in the house living room previously described. 
Purpose 
The purpose of the family team session was to expose interns and 
interested staff to family systems theory with a focus on the 
strategic, systemic, and structural schools. Due to the relatively 
high degree of family involvement in the program, many participants 
requested a special emphasis on family therapy resulting from the 
survey questionnaire and discussions prior to the research period. 
Initially, 10 sessions were scheduled, which was later extended to 12, 
as suggested by the participants. Participants 7 and 14 expressed 
their objectives for the seminar: 
It's like—we're supposed to be doing [emphasis] therapy with 
families—ah—family therapy [laughs]. And it's clear most of us 
119 
don't really know what that entails. A major part of my coming 
here [CPHP] was to get exposure to family therapy. At least 
that's what I was offered. [Participant 7] 
I've already been assigned two cases for my internship. In fact, 
as you [researcher] know, I've already been introduced to one of 
the families. I've had no formal training or courses in family 
therapy, and other than you [researcher], neither has anyone else. 
That's kinda scary. As you [researcher] said, this time [family 
team] won't take the place of formal coursework, but at least I'll 
have a better idea, and hopefully some feedback from others 
through this process [family team] . [Participant 14] 
A syllabus for the sessions is presented below (see also 
appendix E). 
GRCXJP INTERVISION: FAMILY TEAM SEMINAR 
This seminar is designed as an introductory overview of 
the broad field of family therapy, and seeks to familiarize 
student interns and interested staff from various disciplines 
with several current models of family therapy. We will 
utilize didactic and experiential methods in examining the 
theoretical and practical issues necessary in appropriate 
assessment and treatment in milieu settings integrating 
various approaches. Special emphasis will be placed on our 
own group process and evolutions, issues of joining and 
encouragement, work within a family's social context, 
realistic goal setting, and the participant's use of self. 
I. Seminar Schedule 
A. Group Intervision and family team sessions will take place 
on Tuesday evenings from 4:30 to 6 p.m. in the Annex on 
the following dates: 
1. September 12 
2. September 19 
3. September 26 
4. *October 10 (2-1/2 hour session) 
5. October 17 
6. October 24 
7. *November 7 (Election Day) 
8. November 14 
9. November 21 
10. December 5 
B. The seminars will take place approximately three weeks per 
month through December 5, 1989. Any modification will be 
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discussed with group participants, including the 
arrangement of sessions beyond December 5. 
II. Seminar Description 
A primary goal of the group intervision and family team 
process is the development of a functional staff system that 
encourages participation and dialogue among multidisciplinary 
staff with different levels of experience, training, and 
philosophical beliefs. In order to facilitate significant 
therapeutic conversations, the initial four sessions of the 
seminars will be structured to create a common language utilizing 
family systems constructs as the guiding theoretical principle. 
The participants and group will subsequently shape the remainder 
of the sessions to meet their own personal and professional needs. 
This collaboration and dialogue will be an ongoing aspect of the 
experience. 
A. Week One — Introduction to the field and to ourselves. 
* Introductions to the structure of our seminar as a 
system: discuss objectives, formats, and ideas. 
* Group activity: 'Vhat's in a Name," "The History of the 
Idea to Arrive," "What is a Healthy Family." Reminder 
to collect photos for September 26. 
B. Week Two — (September 19) — The Family as a System 
* Comparisons/contrasts, between individual, group, and 
family therapy (introduction to family therapy language) 
* Activity in dyads: Family-of-origin sentence 
completion, family floor plan, reintroduction to group 
by dy ads. 
Introduction to genograms—reminder to bring family-of- 
origin genogram and family photos for next week. 
C. Week Three (September 26) — Rituals in Families and 
Family Therapy. 
* Function of rituals 
* Ritual typologies 
* Design elements, including symbolism 
* Family themes (membership, identity, healing, 
celebration, loss) 
* Use of rituals in therapy process 
* Family-of-origin exercises in dyads, 
discussion of genogram 
* Sharing of family photos 
including 
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* Large group activity discussing dyadic work 
* Family sculpting exercise 
D. Week Four (October 10) — Ordinary People 
We will need to allow more time for this seminar since the 
film is about two hours, and we will need additional time 
to share our reactions. 
III. Videotaping 
As we develop as a team, the incorporation of the use of 
video will become a prominent aspect of our work together. Video 
may be used as an instrument to guide our recognition and 
awareness of group processes and interactions, as an educational 
tool used to illustrate systemic concepts, and as a means of 
intervention in working with families. We will discuss this 
crucial aspect of the seminar experience during the course of our 
sessions. 
IV. Readings and Guest Speakers 
A variety of readings will be available for participants. 
Due to the cost and time constraints involved in photocopying, 
participants can make arrangements to copy articles of interest, 
or borrow books they may not want to purchase. Recommended 
readings will be discussed during each seminar, and the potential 
for acquiring materials will be arranged. 
A range of videotapes and the potential for having guest 
speakers present on special issues in family therapy can be 
arranged depending on the interest of the group. These special 
topics include alcoholism and chemical dependency, sexual abuse, 
family violence, and gender, race, and cultural issues, among 
others. 
The purpose of our seminar is to expose interns and 
interested staff to a variety of systems theory and techniques 
with a focus on the strategic, systemic, and structural schools of 
family therapy. Didactic presentations will be integrated with 
experiential exercises designed to illustrate concepts and 
formulations of systems therapy. The development of a "family 
team" that incorporates a dialogical framework will be enhanced 
and facilitated by the use of video. The sessions will hopefully 
allow for a variety of views and perspectives to be shared among 
participants, while at the same time allowing for an improved 
degree of consistency and philosophical focus. 
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Frequency 
As indicated, throughout the research period there were 12 family 
team seminars. An average number of 7 participants attended the 
sessions. The following participants attended all of the sessions: 
Participants 4, 7, 8, 11, 14, and 19. Participant 2 attended eight of 
the sessions. Participant 5 attended one session, and Participant 18 
attended five sessions. 
Leadership 
This researcher was selected by the participants in the study to 
facilitate the sessions. As presented in the syllabus, the first four 
sessions were structured by the facilitator. The remaining sessions 
proceeded based on the needs and suggestions of the participants 
themselves. 
The challenges of being a participant observer were particularly 
evident during the family team period. The precarious nature of 
leadership in the program was a significant theme well before the 
research had begun. Since this researcher had occupied an "insider's 
position" [Jorgensen, 1989] in the CPHP that included intimate access 
to the feelings and views of participants, the potential for conflict 
between observation and participation was more apparent during the 
group intervision session. As a result, more frequent and in-depth 
discussions with peer debriefers and the committee chairperson took 
place regarding this researcher's role in the family team seminar. 
A striking example of the ethical and political issues within the 
program confronting this researcher occurred during the first two 
family team seminars. The first seminar included the following 
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participants for the entire period: 4, 7, 8, 11, 14, 18, and 19. 
Participant 5 (associate director) and Participant 2 (primary therapist 
for one team) indicated at the outset that they would need to leave 
early (about 30 minutes after the session began) due to previous 
commitments. 
During the first seminar as a means of introduction, the "What's 
in a name?" exercise (Roberts, 1989), originating from the family 
therapy sequence at the University of Massachusetts in Amherst, was 
utilized. In this exercise, participants are asked to share the origin 
of their name and any related implications for their roles in their 
family of origin. Participant 5 requested that the exercise be 
audiotaped so he "would not miss" the contents of the discussion 
following his departure. This researcher-facilitator left the decision 
to the group, who agreed to the request. 
Between the first and second family team sessions at a general 
staff meeting. Participant 5 asked to borrow the audiotape. At this 
point. Participant 16 (unit psychiatrist) also stated that she would 
"like to listen" to the audiotape. Following this request, the 
researcher indicated that perhaps the intervision team could make a 
decision about the use of the audiotape during the next family seminar, 
and that until that time, he (researcher) would maintain possession of 
the tape. Participant 7 and Participant 18 approached this researcher 
and reflected the following views after the staff meeting: 
I could not believe [emphasis] the incredible boundary issues and 
paranoia in this place. First of all, he [Participant 5] had no 
right asking for the tape in that place [staff meeting]. And for 
her [emphasis. Participant 16] to have the nerve [emphasis] it s 
beyond my comprehension! I really appreciated the way you 
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[researcher] handled it, though. I felt very protected by that. 
[Participant 7] 
I felt really uncomfortable, kind of "eerie,” when they 
[Participant 5 and Participant 16] asked for the tape, not because 
of what's on it—actually that's really great—but because it felt 
so intrusive. [Participant 18] 
The second seminar was attended by Participants A, 7, 8, 11, 1A, 
18, and 19. At the outset. Participant 11 requested time to discuss 
her "feelings about the tape." The entire group agreed to spend time 
on this area first. Participant 11 began her discussion this way: 
I felt very angry, offended, and uncomfortable. They 
[Participants 5 and 16] have no right questioning what we do in 
here just because they're so damn [emphasis] insecure. I was 
really hoping they'd be here—I mean it—because this is the time 
and place to discuss this stuff. I hope it's okay with you 
[researcher] to go on with this. 
[Researcher]: The idea of this time is to go with the 
process—so let's go on with it. 
[Participant 11]: Well, I don't want them [emphasis] to hear 
the tape—even though they would learn a great deal. You know, 
that's the sad part—I felt much closer to people after that—and 
everyone [emphasis] could benefit from that kind of exercise. But 
I feel very protective of the integrity of this group to let 
anyone from the outside, at least in this place, hear it. 
[Participant 11] 
Other participants shared similar feelings and concerns. In the 
opinion of this researcher, the theme of trust and the continued 
dichotomy in the program were characterized by the events surrounding 
the audiotape. There were several ramifications which appeared to 
influence not only the three multidisciplinary groups, but also the 
position of the researcher: (1) the "core group" that participated in 
all three multidisciplinary sessions developed closer relationships and 
a higher level of group cohesion, (2) the dichotomy between 
administrators and the core group became more pronounced and overt, and 
(3) the researcher appeared to lose some credibility with 
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administrative staff, and was viewed as an "ally" with the core group. 
Thus, gaining access to the experiences and perceptions of 
administrators was much more difficult. 
The researcher took responsibility for holding the audiotape and 
suggested to all staff at the next general staff meeting that only 
those taking part in video or audiotaping would have access to the 
tapes. Prior to this announcement, the researcher spoke directly with 
the program director of CPHP and received his support. Although the 
actions of the researcher served to set appropriate boundaries for the 
safety of the sessions, administrative staff did not participate in the 
family team, which may have adversely affected its impact on the larger 
system. 
As presented in the syllabus for the family team seminar, the 
first four sessions were facilitated by the researcher in a relatively 
active fashion. This approach included didactic presentations on 
various aspects of family therapy, particularly related to the 
strategic, systemic, and structural schools, as well as a variety of 
experiential exercises adapted from the family therapy sequence at the 
University of Massachusetts. These exercises included (1) the family- 
of-origin sentence completion [Roberts, 1987], (2) the family floor 
plan [Coppersmith, 1980], (3) four-player parts [Kantor and Lehr, 
1975], (4) sharing of family photos [Anderson and Malloy, 1976], and 
(5) sharing of family genograns. Participants 4 and 18 described the 
supervision in this way: 
It was so helpful to have really clear, yet flexible agendas. I 
felt very "taken care of"—especially in terms of the preparation 
for our meetings and the safe way we [group] were able to share 
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issues and experiences about our own families. I have gotten much 
closer to people in the group—in and outside our meetings. 
[Participant 4] 
This is the first time I've had the experience of really exploring 
ray own family history and—urn—I guess, connecting ray previous 
life with this work. I also learned a great deal about other 
people in the group, and that has helped me to feel more a part of 
the program. [Participant 18] 
Following the 4th session, which involved watching the film 
Ordinary People, the group was asked to reflect on the previous four 
sessions and to come up with ideas for the organization of future 
sessions. Reflections on the first four sessions clustered in four 
areas: (1) an appreciation for the supportive group atmosphere, (2) a 
desire to continue with experiential exercises, (3) a desire to use 
films and videos to illustrate systemic phenomena, and (4) a desire to 
continue to have a special "theme" or topic for each group. 
The nature of leadership in the remaining sessions became more 
collaborative as participants took more responsibility for organizing 
agendas and conversations. For example, in the 6th seminar. 
Participant 11 demonstrated a creative therapy exercise similar to a 
"family sculpt" [Duhl et al., 1973] depicting her view of the hierarchy 
in the program, and the relationships among the group members. 
Participant 8 reflected on the exercise in this way: 
It was amazing how quickly things "came to life." I could really 
envision the processes and dynamics so clearly. It was really 
wonderful. [Participant 8] 
While the researcher was still recognized as being the facilitator 
of many of the remaining sessions, his position was much less central 
than in the first four sessions. This was made possible because of the 
participants' willingness to collaborate actively in the group process. 
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Thus, the supervisory function became a "non-hierarchical hierarchy" 
[Prest et al., 1990] that maintained a clear focus for the group, while 
at the same time encouraged interactions among members. 
Exercise of Supervision 
The group intervision session served two supervisory functions 
during the course of the study: (1) educational and (2) supportive. 
These areas are described separately below. 
The educational function of supervision during the family team 
session was intended to expose staff to the broad field of family 
therapy and the particular use of systems family therapy within the 
context of the therapeutic milieu. As indicated previously and in the 
syllabus for the seminars, didactic and experiential methods were 
incorporated to illustrate systemic concepts. A special emphasis on 
the strategic, systemic, and structural schools of family therapy was 
utilized. 
These kids go home every night [emphasis], and we are constantly 
sorting through issues in the program, issues at home and their 
cumulative effect. I know that if I'm going to be at all 
effective with the kids in my own work, that I need to have a 
greater understanding of what happens elsewhere [home]. Most 
important for me, though, is I like the academic quality [of the 
sessions]. Too often we just "wing it" without any sense of 
theoretical basis. [Participant 11] 
Many of the participants echoed the need for exposure to 
theoretical material as enhancing both their work with students in the 
program, as well as assuring them that therapeutic formulations and 
interventions within the program were grounded in a credible 
theoretical framework. 
The main reason I came here [CPHP] was to get experience and to 
learn. I want to work with kids, probably in social work, and I 
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can't imagine working with them without also working with their 
families. I was really psyched [pleased] when we decided to do 
this [seminar] . [Participant 7] 
At this point in my social work program, I have not had any 
courses in family therapy. There is an introductory course in the 
spring, and hopefully this [seminar] will help me get started 
sooner. Most important for me is, I know I'll be seeing families 
here before that time—and I'm pretty nervous about it. 
[Participant 18] 
In the opinion of this researcher, there were at least three factors 
that impeded the educational value of supervision and the impact of the 
seminar on a larger scale within the program: (1) lack of 
administrative participation, (2) the inexperience of clinical and 
administrative staff in family therapy, and (3) a lack of access to 
videotape equipment. Participant 9, the program director, expressed 
his opinion: 
I am aware of the inexperience on the part of clinical staff in 
family therapy—and the absolute significant nature of the work, 
especially in the context of our program. The fact of the matter 
is that it can be more difficult to "retrain" someone who's 
already trained in other ways. I can encourage clinical 
participation, yet I can not help people to let go of their 
theoretical roots. [Participant 9] 
Other than the researcher, no other staff in the program had 
formal training or coursework in family therapy. In the opinion of 
this researcher, there were perhaps three reasons for the 
nonparticipation of administrators and educators in the family team 
session: (1) hierarchical dissonance relative to the researcher's 
position; that is, because the researcher had full access to the 
administrative level of the program and the various subgroups in the 
system, the researcher's "loyalty" was questionable, (2) despite the 
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fact that all staff helped to design the schedule, the session took 
place after program hours, and (3) educational staff had participated 
in a similar seminar during the previous year with this researcher on 
one of the inpatient hospital units. 
The supportive function of supervision was considered the most 
prominent aspect of the family team experience according to 
participants when interviewed. There were four common themes shared by 
participants with regard to team functioning that were considered most 
desirable: (1) perception of the group as being supportive and 
nurturing, (2) use of the group as a vehicle to explore issues in the 
participant's family of origin, (3) an opportunity to learn various 
approaches from the experiences and style of other participants, and 
(4) a willingness to be creative and to take risks in sharing ideas and 
perspectives. 
I have really gotten close to people in this group in a real 
healthy kind of way—it's like—I know I can depend on individuals 
and the group to either "bear with me" or to be nonjudgmental when 
I have things to say. That is incredibly helpful—and rare. 
[Participant 11] 
As you [researcher] know, being an "intern" is a vulnerable thing 
because, well, we're always being evaluated and sometimes even 
criticized. This group has such a different quality though. I 
feel smart [emphasis and laugh] sometimes—like I really have a 
valued place—and opinion. That feels very confirming and when 
I'm "out there" on my own [working with students] I feel much more 
confident. [Participant 14] 
Group Process and Interactions among Participants 
An average number of seven participants attended the 12 sessions. 
The following participants attended all 12 sessions: Participants 4, 
7, 8, 11, 14, and 19. Participant 2 attended eight sessions, although 
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she was typically 30 minutes late because of scheduling conflicts; 
Participant 5 attended one session; and Participant 18, five sessions. 
As indicated previously, the associate director [Participant 5] 
left the CPHP about 6 weeks into the research period. As a result. 
Participant 18, a social work intern, was encouraged by his academic 
advisor at the university he attended to locate another placement 
outside the CPHP. Participant 7, who had been a partner with 
Participant 18 in the experiential exercises, shared these feelings 
with the researcher; 
I have really become connected with _ [Participant 18] and feel 
both angry and sad about this [his leaving the program]. I'm 
angry because this place "left him hanging" and sad because, well, 
I'm losing someone I've gotten close to. [Participant 7] 
A closing and termination ritual was organized by the group, 
particularly by Participant 7, as a means of (1) marking the 
participant's transition and the new structure within the group, (2) 
expressing mixed emotions and feelings, and (3) illustrating the use of 
ritual in therapeutic settings. 
The exercise and openness of the group was quite powerful—in fact 
sometimes we don't recognize how significant these issues 
[leavings and losses] are until we deal with them "straight up." 
Not only has this group come much closer together, we are 
experiencing firsthand the magnitude of our work. 
[Participant 14] 
Throughout the course of the sessions, the use of rituals in 
marking special events and transitions was incorporated. The 
expressive and explicitly action-oriented quality of the ritual 
experiences was described by participants as having the effect of (1) 
containing and providing a level of safety for strong emotions, 
(2) clarifying the emotional position of the individuals within the 
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group, (3) facilitating a greater degree of group cohesion, and 
(4) providing validation for the current functioning and structure of 
the group. 
During the final seminar, as part of the closing ritual, 
participants were asked to bring a symbol that represented their 
connection to the intervision group, and food to share that in some way 
represented their relationship to their family of origin. Participants 
7 and 11 remarked about the ritual process: 
The symbols and food that people brought were really creative. I 
felt like. Wow!, this group is really important and people really 
put a great deal of effort into it. Even though parts were pretty 
sad and a lot of other issues were "kicked up," it felt really 
settled—and grounded—at the end. There was a real sense for me 
that we had done a great deal. It felt very special. 
[Participant 7] 
You [researcher] know I really like this stuff. It makes me feel 
like all the effort is not only worthwhile but—meaningful. In 
the midst of a very unpredictable and under-ritualized program we 
have kept an "air of sanity" alive. Above all else, though, I 
think this group has really given some momentum to the place—you 
know—like the other things [rituals] that have taken place in 
other parts of the program. Our group has really been the "spark" 
for organizing other events in the program. [Participant 11] 
Influence of the Group Intervision and Family Team Group 
on the Major Activities in the Program 
The influence of the group intervision and family team seminars on 
the major program activities was examined in two ways: 
(1) observations by this researcher and interviews with participants, 
and (2) review of the staff day book. These two areas are discussed 
separately below. 
First, there were four areas observed by the researcher in which 
ideas and actions generated in the family team were incorporated in the 
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program: (1) the use of rituals within therapy groups, individual 
therapy, and program events (Halloween, Thanksgiving, Hanukkah, 
Christmas, etc.), (2) utilization of milieu therapists and student 
interns as cotherapists during family sessions and multiple family 
therapy, (3) use of systenic techniques and interventions such as the 
reflecting team [Anderson, 1987] during group therapy, prescribing the 
symptom [Watzlawick et al., 1974] and the use of positive connotation 
[Selvini-Palazzoli et al., 1978], and (4) sharing systemic viewpoints 
during case reviews and rounds sessions. 
The reflecting team can be applied in so many situations—staff 
meetings, groups, family sessions—you name it. We've [the 
participant's therapy team] have been doing it [reflecting team 
approach] during our groups. The kids really like it and it frees 
us [staff] from being so directive. [Participant 4] 
Having _ [student] tense up and get "really hyper" as a way of 
achieving relaxation has been so effective. It has taken the 
struggle and secondary gain out of the process, and given all of 
us [the student's clinical team] a new and exciting way of working 
with him. [Participant 11] 
Despite sane of the practical and effective uses of systemic 
interventions and techniques, these ideas were incorporated in limited 
situations, primarily depending on the team that worked with the 
student. The pervasive themes of philosophical dissonance and an 
underorganized hierarchical structure in the program also appeared to 
contribute to the inconsistent use of therapeutic interventions. 
The staff day book was consistently used by the participants who 
regularly attended the family team seminar. The content of the entries 
are examined in this section as they pertain to the family team 
seminar. There appeared to be three ways that the day book was used in 
this regard: (1) as a way of providing information to all staff 
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related to special program events and rituals, (2) as a means of 
communicating with other family team members outside of groups, and 
(3) as a means of targeting issues generated in the family team for 
other meetings such as the case review or rounds sessions. Participant 
11 shared her view this way: 
There is really sane hilarious stuff in there [day book]—that is 
a nice way for us [team members] to connect. 
[Researcher]: I noticed you had some kind words for _ 
[Participant 7] in one of your entries. 
[Participant]: Oh yeah, she [Participant 7] was really 
supportive when I talked about my own family stuff and problems 
I'm having with one of my supervisors—she also gave me this 
really nice card—I just wanted to tell her not only in person but 
also "in the open" how helpful she was. [Participant 11] 
Many participants felt that the day book could not only serve to pass 
on information but could be used to expand on ideas for special events: 
That Halloween idea just grew [emphasis] more and more creative. 
It was a blast to watch the list get longer and longer. It's 
like, if we're going to do it [organize program activities], we 
might as well really [emphasis] do it and have some fun. The kids 
and families definitely appreciate the time and effort—and 
probably as a result come up with wonderful ideas themselves. 
[Participant 7] 
The staff day book operated as a "barometer" for this researcher. 
The level of collaboration and participation in the program seemed to 
mirror the utilization or under-utilization of the day book. This 
additional information served to validate the data collected through 
observation and interviews. 
Discussion 
This part of Section 2 has examined the first 3 months of the case 
review and rounds sessions, and all 12 family team meetings. In 
observing how these groups worked in practice, several common themes 
and important differences emerged. The common themes include 
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(1) administrative leadership was loosely defined, resulting in a lack 
of philosophical focus and structure, particularly in the case review 
and rounds sessions, (2) sessions were organized according to the 
idiosyncratic style of the facilitator, which led to an inconsistent 
use of the case review and rounds sessions from week to week, 
(3) participation of educational staff in all three sessions was 
significantly lower than in other professional groups, resulting in 
infrequent collaboration among departments and a schism in the program, 
and (4) the different subgroups in the program reported similarities 
related to the positive aspects of interdisciplinary team functioning 
that was periodically observed. 
There were subtle differences in the case review and rounds 
sessions observed by this researcher, especially in the area of 
leadership and collaboration among group members. While many 
participants felt that the agenda for both the case review and rounds 
sessions were unpredictable, this researcher observed a higher level of 
collaboration and structure in the rounds sessions as the first 3 
months of the study progressed. Three possible reasons for this were 
described by the researcher, including the following: (1) one 
facilitator was responsible for leadership during the rounds session, 
whereas four different clinicians were involved in facilitating the 
first 10 case review conferences, (2) the structure and objective for 
the rounds session was more clearly defined, and (3) territorial issues 
among different teams seemed to be less prominent in the rounds 
sessions. 
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Issues of trust and the structural phenomena of alliances and 
coalitions within the staff system were crystallized during the first 
two family team seminars. Perhaps most significant was the ethical and 
loyalty conflict experienced by this researcher. Since the three 
multidisciplinary sessions were integrated in the weekly program 
schedule, and often included overlapping information, the impact of the 
researcher's "outside position" with administrative staff in the first 
3 months of the study was difficult to overcome. Peer debriefers and 
the committee chairperson were especially helpful in establishing 
effective research strategies that could enhance the researcher's 
position with administrative staff. 
First Large Group Evaluation Meeting 
Ten participants attended the first large group evaluation meeting 
including Participants 1, 3, A, 7, 8, 9, 11, 12, 16, and 19. The two 
classroom teachers and one of the clinical administrators did not 
attend the meeting. At the time of the interview, the CPHP did not 
have an associate director. 
When the research proposal was submitted, this researcher had 
envisioned that the two large group interviews would be videotaped. 
Since a large number of staff had expressed apprehensive feelings about 
being videotaped, the researcher decided only to take field notes 
during the meetings. This decision represented a major shift in the 
way data were collected and organized for the study. 
I guess I would be okay with the taping part, but I know I would 
be much more careful about what I say and how I say it. There are 
parts of the program I feel okay about—more than that parts that 
I would 1 ove [emphasis] to tape. I don't feel that way about the 
program as a whole, though. [Participant A] 
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The notion of participants being more cautious if sessions were 
videotaped was echoed by Participant 12: 
This can be a very intimidating phase for me—you know 
[researcher], as you [researcher] call it, "the intern syndrome." 
But believe me, I know who will be there and I’m careful about 
what I say in most respects, especially if there’s a video. 
Because the theme of trust and possible negative consequences was 
shared by many participants, a written interview assessment was 
developed by the researcher with assistance from the peer debriefers 
and members of the dissertation committee (see p. 141 and appendix F). 
The written form was developed to provide participants with another 
opportunity to share their feelings and experiences about the nature of 
the training sessions outside the context of the group. In addition, 
the interview assessment provided the researcher with a wider data base 
in which more accurate information could be gathered. The assessment 
forms are reviewed following discussion of the meeting. 
In the opinion of this researcher, due to the prominent issues of 
trust in the program, the assessment meeting needed to be fairly 
structured. As a result, the decision was made to discuss only the 
case review and rounds sessions, since the family team was attended by 
a relatively small number of participants. Moreover, at the outset of 
the group, the majority of the participants requested that the case 
review and rounds meetings be discussed separately. 
I really feel like we have to clarify, or reclarify, the agendas 
for these sessions. They have been too open-ended and 
inconsistent in my view. [Participant 3] 
The case review meeting was described as a major source of 
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frustration by participants, particularly due to the inconsistent 
structure from week to week. Participant 11 expressed her position: 
I really think—at least for me—that this time [case review] is a 
chance to break things down in a concrete way—decide on the 
problem, devise a plan—see what happens. I’m not as interested 
in reading articles or discussing theory. I feel this is a time 
to be task oriented. 
Other participants expressed concern that because the case review 
lacked a clear format, plans were either too general or "hazy, ” and 
there was little resolution as sessions ended. Participants 3 and 7 
expressed their view in this way: 
For me, it comes down to staying with the objective. The more 
clear and simple we are, the more—I think—we'll accomplish. 
[Participant 3] 
The worst part for me is sitting through a meeting and when all is 
said and done, feeling like, "What did we do?” I'm looking for 
something [a plan or intervention strategy] that I can "take with 
me" and start to use. Not that it's got to be perfect or this 
magic cure, just something to guide what we do. [Participant 7] 
Underscoring the concern for clarity and focus for the sessions 
were the themes of leadership and team functioning. Participant 4 
shared the following: 
It is a help for me when there is direction within the meetings, 
and also room for discussion. I really benefit from hearing ideas 
and also by getting feedback on what I do. But, unless there's 
some coordination, we seem at times to get off on tangents. 
[Participant 4] 
The inclusion of the entire treatment team at all sessions was a 
related issue introduced by Participant 16, particularly with respect 
to classroom teachers: 
It is very important that all members not only attend the sessions 
but are willing to come prepared to share their views. Second¬ 
hand information has a way of losing its meaning and 
effectiveness. [Participant 16] 
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The difficulty in creating a time and place in the program to 
include the teachers was discussed by Participant 3: 
I know it's important for the teachers to be here, though the time 
the case review occurs can be disruptive to our schedules. More 
important, though, is that we use the time well. [Participant 3] 
A conflictual relationship between the educational and clinical 
leadership in the program seemed to be illustrated within the 
assessment setting. This dichotomy in the program was perhaps 
reflected by the classroom teachers’ inconsistent participation in the 
first 3 months of the study. In the opinion of this researcher, the 
executive subsystem within the program was responsible for designing 
the sessions in such a manner that all staff members on the team would 
be available. 
The hierarchical conflict in the program was manifested in the 
evaluation meeting by the different philosophical views of the case 
review conference. The clinical director described the objective as an 
"inservice training” with an educational focus, while the educational 
coordinator expressed his perspective that the purpose was "pragmatic." 
The explicit nature of the conflict seemed to move the assessment 
meeting toward more clarity and resolution. As a group, the 
participants decided that the case review conference would include the 
following features: (1) the selection of a case would be decided 
during the rounds session the week before the case review time, (2) 
this announcement would be placed in the staff day book and on a 
bulletin board in the office of the unit secretary, (3) the primary 
therapist of the case would facilitate the session, (A) the sessions 
would be organized to develop assessment and intervention plans, (5) 
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the functions of supervision would be administrative and interventive, 
and (6) the classroom teacher of the student would be present. 
Clarifying the rounds sessions appeared to progress productively 
and fairly quickly, most likely due to the resolution achieved in the 
discussion about the case review conference. Participant 11 initiated 
the discussion: 
Way back when we come up with these supervision groups we were 
pretty clear on what we needed to do. The rounds —well, it needs 
to be more of a review, nothing too extended. We have many things 
to share and not a lot of time to do it in. [Participant 11] 
For the most part, the theme of using the rounds meeting to pass 
on and receive basic information was considered by the participants as 
the primary purpose of the session. Although seme frustrations were 
shared regarding a greater need to focus comments within time 
parameters, there was general agreement that the agenda was clear. The 
need to be "organized and structured" was shared by Participant 8, 
particularly because the census of students in the program was 
increasing: 
I think it's very important that we cover each student briefly, 
and discuss other issues like parent groups and activities so we 
are prepared. Thursdays are more hectic because of multi-family, 
parent, and sibling groups. The rounds is a good time to discuss 
who will be here [participating in program] and who will not. As 
our numbers go up, we have to be more conscious of organizing and 
structuring our time. [Participant 8] 
Several goals were discussed and agreed to by participants 
regarding the rounds meeting, including the following: (1) the purpose 
of the session would be to review all students in the program, and to 
pass on basic information, (2) each rounds session would be recorded by 
a different staff person in the day book, (3) the unit psychiatrist 
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would facilitate the session, (4) students to be the focus of the case 
review conferences would be decided in the rounds session, and (5) at 
least one classroom teacher would be available for the session. 
The process of reflection and assessment of the multidisciplinary 
sessions helped to clarify and achieve the central goal of a more 
meaningful level of collaboration in the program. Participant 9, the 
program director, expressed his experience in this manner: 
This was really a useful process. Because I'm rarely here, it 
provided me an opportunity to hear from people within the group 
setting—and to be more aware of the "pulse” in the program. This 
"how are we doing?" approach keeps us honest and on top of things. 
[Participant 9] 
The utilization of the "multiverse of realities" [Kassis, 1984] 
and the addition of the "meta-view" [Wright and Coppersmith, 1983] are 
examples of the attendant benefits of the reflective process. In the 
opinion of this researcher, the systemic issues in the program related 
to hierarchical and philosophical differences may have been 
circumvented constructively through more frequent multidisciplinary 
review sessions. 
Following the evaluation interview, the researcher developed an 
interview assessment form with assistance from the peer debriefers and 
members of the dissertation committee. The written form was given to 
the 10 participants approximately one week after the session. Follow¬ 
up interviews with classroom teachers and the clinical administrator 
who did not attend were also conducted by the researcher. The open- 
ended questions are listed below. 
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INTERVIEW ASSESSMENT 
1. What is your reaction to our assessment meeting? 
2. What were the major issues or themes that you recognized in 
the meeting? 
3. Who did you most agree with and why? 
Who did you least agree with and why? 
4. Were there issues not discussed that you feel would have been 
important to talk about? 
5. Were the functions of the two groups (case review and rounds) 
more clearly defined as a result of our assessment meeting? 
6. Did you have reservations about being videotaped? 
7. If we did videotape, do you feel the meeting would have been 
different? 
8. Do you have other comments or issues you would like to share? 
Four of the 10 participants completed and returned the written 
forms. Four of the remaining 6 participants discussed their verbal 
responses and reflected on the assessment interview with the 
researcher. In general, the written and verbal responses clustered in 
three ways: (1) the evaluation meeting was useful in clarifying the 
goals and objectives for each session, (2) the lack of clear leadership 
and an underdeveloped philosophical focus in the program were primary 
sources of frustration during previous case review and rounds sessions 
in the first 3 months of the study, and (3) the use of video may have 
inhibited "spontaneous” responses, primarily due to a basic lack of 
trust for administrators. 
The outcome of the first evaluation interview had two interesting 
implications that were not discussed or raised by participants. First, 
the purpose and objective of each session that was ultimately agreed 
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upon was nearly identical to the ways in which the sessions were 
designed prior to their implementation. Second, this phenomenon may be 
related to the relatively abrupt departure of the previous associate 
director. That is, shifts in the roles and hierarchy within the 
program were ambiguous during the transition, and were perhaps 
reflective of difficulty in the executive subsystem in adjusting in a 
functional manner to the changes in the staff system. 
In the next part of Section 2, the case review and rounds session 
will be examined as they occurred in the last 3 months of the study. 
In this discussion, only the changes that occurred will be highlighted. 
The reader is advised that two significant changes took place in the 
program during the last 3 months of the study: (1) the inclusion of a 
new associate director approximately 6 weeks before the end of data 
collection, and (2) a change of professional position within the agency 
for the researcher approximately one month before the last group 
interview. 
Case Review Conference: The Last 3 Months 
In the last 3 months of the study, there were 12 case review 
conferences. An average number of 10 participants attended the 
sessions. The researcher attended the first 9 sessions. Data from the 
final 3 sessions were gathered through individual interviews, a review 
of the staff log book, and discussion during the final large group 
evaluation interview. 
Leadership 
The primary change in leadership in the case review conference 
involved the inclusion of the director of psychiatry of the child and 
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adolescent service of EPI during 3 sessions. During these sessions, 
which occurred on the second Tuesday of each month, the clinical 
administrator was responsible to "present a case" to the team and 
director of psychiatry who served as a "consultant." Participants 4 
and 11 described these changes: 
I really enjoy having _ [consultant] take part in our sessions. 
It has a tendency to "keep us honest" and "on our toes." Most 
important, though, is the change in perspective. It's a chance to 
get a view from the outside, you know, someone who isn't in the 
emotional fire. [Participant 4] 
I love the way the dynamics change when _ [consultant] is here. 
It's like, we have to be on our best behavior and sort of "show 
off." Well, that's okay with me if it improves our work. And so 
far, uh, it's been helpful and even, urn, kind of confirming. It's 
nice to have sane validation for what we do. [Participant 11] 
The participation of the psychiatric consultant was arranged by 
administrative staff outside the CPHP, and was not implemented as part 
of the research. The consultant was aware of the research taking 
place, however, and agreed to participate in the study since the case 
review conference was constructed in a similar manner as the 
consultation format. 
On two additional occasions during the case review conference in 
the last 3 months of the study, individuals in addition to CPHP staff 
were in attendance. This included one conference in which the parents 
of one student were present, and another conference in which the 
students' state social worker, representative from the school district, 
and parents took part. Participants 3 and 14 commented on these 
sessions: 
In both cases the outcome was positive. There was a clarity of 
purpose and real sense of team work. I believe this happened 
because [primary therapist] did his homework in a proactive 
144 
way. By the time everyone came in, there was already general 
agreement. All we needed to do was fill in some of the details. 
I really felt like we accomplished a lot in those meetings, and 
hopefully others will get the message by observing—and learning. 
[Participant 3] 
Those meetings were a great learning experience for me. It was a 
classic—or maybe textbook—case of "networking.” I was really 
impressed with how smoothly and cooperatively everyone worked 
together. I felt like part of a professional system. 
[Participant 14] 
In the opinion of this researcher, there were at least three 
reasons for the change in leadership in these five sessions: (1) the 
inclusion of members outside the CPHP required more preparation so that 
the competency of the program could be projected, (2) the first large 
group interview highlighted the need for a more proactive approach, 
including gathering ideas and views from all staff on the clinical team 
in advance of the case review session, and (3) administrative staff 
became more active in providing nmeta-supervisionn and reflections on 
the supervision process conducted by clinicians. 
Exercise of Supervision 
As highlighted in the first large group interview, administrative 
and interventive functions of supervision were the focus of the case 
review conference. This researcher observed two significant changes in 
at least five case review conferences during the last 3 months of the 
study: (1) more active reflections by administrators (clinical 
director, program director, and psychiatric consultant) about the 
process of supervision in the sessions, and (2) a more satisfactory 
level of resolution related to treatment interventions and strategies. 
Participants 11 and 13 expressed their views in this way: 
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As you [researcher] know, there are still times when the 
supervision is half-hearted—well, just not dynamic or 
exhilarating. But, during the sessions with _ [psychiatric 
consultant] there was just a greater energy. I hate to think we 
need outsiders to motivate us. In fact, I don't believe that. 
It's just that some people [facilitators] are better at 
supervising than others. 
[Researcher]: Are you suggesting that supervision is based 
on the personality of the facilitator? 
[Participant]: Yes. And to sane degree that's okay—as long 
as everyone is giving it their best shot and taking in the 
feedback. Like with that meeting [first evaluation interview], we 
were pretty clear about what we need and what our objectives are. 
And there was agreement pretty much across the board. Some of us 
just value the process more than others, I think. 
[Participant 11] 
We've had a couple of conferences that I attended that went really 
well—much better [emphasis]—much better than some of the earlier 
ones. I finally felt that we [staff] were being heard and that 
our views were being valued. Most important for me, we came up 
with sane ways of dealing with things. You know, we came up with 
consistent ways of handling things, behavioral things that could 
be measured. [Participant 13] 
The program director confirmed the researcher's observation of an 
increase in administrative participation in the sessions, suggesting 
that the first large group interview and preparation for the arrival of 
a new associate director highlighted the need for more structure and 
consistency. 
We have very different levels of supervisory ability—and 
experience—in the leadership component. Therefore, it seems 
evident that in order for individuals to grow and develop these 
skills, they will need feedback and supervision of how they 
coordinate the team. You [researcher] have sensitized me to the 
different aspects of supervision—and the process of supervision. 
As a social worker, my orientation was to "do it all" 
[supervision] within the context of case management. There is far 
more to the process than that—particularly in this kind of 
setting that includes so many other individuals. 
[Researcher]: So at some level, you envision your own role 
as changing? 
[Participant]: If you mean by being more active and 
available, yes. Not only to help in the transition [to a new 
associate director] but also to establish a sense of stability and 
direction. The fact of the matter is that some clinical people 
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need more direction than others. We can not act as if we're all 
equal here because we clearly are not. And that's not being 
critical. That's being realistic. And we still have a long way 
to go, especially since we will have, another personality and 
clinical style to integrate when _ [new associate director] 
comes aboard. [Participant 9] 
Group Process and Interactions among Participants 
in the Last 3 Months 
The average number of participants attending the case review 
conference increased from 8 in the first 3 months to 10 during the last 
3 months of the study. The increased participation of the classroom 
teachers and the program director accounted for this change. The 
psychiatric consultant previously referred to and outside members such 
as parents, school personnel, and social workers were not included in 
these figures. 
Although the classroom teachers' participation was more consistent 
in the last 3 months of the study, their attendance dropped off 
considerably in the last 6 weeks of the data collection process. All 
told, teachers attended 8 of the 12 sessions. There appeared to be at 
least two reasons for the absences: (1) an increase in crisis 
situations in the classroom in the last 4 weeks of the study, perhaps 
due to the personnel changes in the program, and (2) the teachers' 
continued concern regarding the inconsistent manner that the case 
review conferences were organized. Participant 15 described her 
experience: 
With all the comings and goings, the structure just seems to break 
down. Sometimes it's unclear how much it is the kids reacting to 
the changes or us reacting to the changes. At any rate, the more 
they [students] act out in the class, the less likely we are to 
attend any meetings. 
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[Researcher]: So in essence the kids dictate what the 
structure of the program will be? 
[Participant]: Well, how do I answer that? Of course they 
shouldn't, but the same things seem to come back to haunt us. I 
don't know, uh, we still don't have a sense of direction and that 
gets frustrating. The safest thing for us [teachers], the thing 
we trust most, is what we get from each other [other educational 
staff] . [Participant 15] 
Through the suggestion of one of the committee members and a 
subsequent meeting with the program director, the researcher organized 
luncheon meetings once a week with clinical staff and educators. The 
purpose was twofold: (1) as a means of continuing to secure the 
confidence and relationship between the researcher and educational 
staff, and (2) to assist in facilitating a greater level of 
collaboration between the two departments. 
Luncheons were held on four occasions during the last 6 weeks of 
the study. Interestingly, educational staff attended all the meetings, 
while clinical staff (clinical director, one clinical administrator, 
and the new associate director) took part in two of the meetings. In 
the opinion of this researcher, the continued conflictual relationship 
between the educational coordinator and clinical director maintained 
the rigid boundaries between departments. This view was shared by the 
researcher with members of the executive subsystem, although reparation 
of the interactions was a leadership function and the responsibility of 
the administrative hierarchy in the program. 
Other participants who regularly attended the last 12 case review 
conferences felt there was a more meaningful level of collaboration 
among the clinical team. Participants 4 and 8 remarked in this way: 
Since that big meeting [evaluation interview] I think people have 
been more conscious of what we need to do during this time [case 
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review] . It is expected that each of us will share our 
perspective—within the context of the discussion—and for the 
purposes of caning up with an organized plan. Some weeks this 
happens better than others, but for the most part I think there’s 
been improvement. [Participant 4] 
The support of the team has been wonderful—I have also learned a 
lot by listening to others describe what they've tried and what 
their struggles are. The meetings [case review] seem much more 
clear than what they were. [Participant 8] 
The expectation that all members present would share their views 
and ideas appeared to organize the case review conference in a more 
consistent manner from week to week. As a result, those in attendance 
felt more a part of the process and seemed to experience the 
collaborative nature of the sessions as being supportive. 
Influence of the Case Review on the Major Activities 
in the Program during the Last 3 Months of the Study 
According to the participants in the study, the case review 
conferences that included individuals outside the CPHP seemed to 
influence the major program activities most prominently. There were 
three common features during these sessions according to observations 
by this researcher and interviews with participants: (1) all members 
of the student's treatment team attended the session, including the 
classroom teacher, (2) team members felt other participants were well 
prepared for the sessions prior to the conference, and 
(3) comprehensive intervention plans and strategies were clearly 
incorporated following the session. Participant 7 expressed her view: 
It is so useful—and professional—to be a part of a meeting that 
has a focus. It is always so striking to see the difference 
between times [conferences] when we are "on top of things" versus 
those when it is a struggle to just be [emphasis] there, let alone 
come prepared. I just feel, well, proud, when we come together 
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and work as one unit. It still doesn't happen enough though. 
[Participant 7] 
Follow-up discussions about intervention strategies constructed in 
the case review conferences during other sessions such as the rounds 
meeting appeared to increase in the last 3 months, particularly after 
one of the five sessions presented above. Participant 11 discussed 
this component: 
The whole idea here is to not only come up with a practical and 
theoretically sound program [intervention], but most importantly, 
to assess things. We have a tendency to do this only following 
productive meetings. And sometimes we can actually report 
positive responses. It's important that we don't just "go through 
the motions" here. [Participant 11] 
In addition to follow-through during the rounds session, the 
researcher also observed more detailed documentation of assessment 
observations by participants in the staff day book after some case 
review conferences. Participant 11 entered the following message in 
the day book after one conference: 
_ [student] has been much more willing to express his feelings 
about termination in my groups this week. Not only has he looked 
angry and sad, he has talked about feeling this way. _ 
[another student] has really followed through on helping. _ 
[Participant 8, a student intern] has done a great job with them. 
NICE going! [Participant 11] 
In this particular intervention, the team designated the creative 
therapy intern to work with one student and his "best friend" on 
"saying goodbye," since he would be leaving the program in about 8 
weeks. Weekly therapy sessions for the two students were arranged to 
complement other therapy already in place (individual, group, and 
family therapy). Also, the creative therapy intern participated in two 
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family sessions as a means of integrating the different modalities. 
She commented on her experiences in this way: 
I felt really good when the team chose me to do this [therapy with 
both students]. I liked the time-limited and focused part. It 
made things easier to process and think about. And being with the 
family—wow—that was really nice. They were really confirming 
and welcoming. The family team came more alive for me when I was 
actually a part of the sessions. [Participant 8] 
Rounds Sessions: The Last 3 Months 
In the last 3 months of the study, there were 12 rounds sessions. 
An average number of 11 participants attended the sessions. The 
researcher attended the first 8 sessions. Data from the final A 
sessions were gathered through individual interviews, a review of the 
staff day book, and discussion during the final large group interview. 
Leadership 
The unit psychiatrist continued to facilitate the rounds sessions 
in the last 3 months of the study. During the second rounds meeting 
after the first large group interview, the unit psychiatrist decided to 
have each rounds session focus on one of two therapy teams. This 
decision was made because of the increase in the census, and the 
concern that there was not adequate time to cover all the students and 
program issues that needed to be discussed. Participant 16 described 
her view: 
I feel it is more useful to discuss each team more completely, 
rather than all the patients in a very limited way. If a crisis 
or emergency ensues with a patient from another team, we can 
discuss those issues at other meetings or outside the rounds time. 
[Participant 16] 
Most staff seemed to agree with the decision, although seme felt 
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there was not enough team discussion in the process. Participant 4 
expressed his perspective: 
I guess I had some mixed emotions. On the one hand we 
[participants] have asked for more direct leadership, and on the 
other, we like to be a valued part of the process. I certainly 
think this [arrangement] makes sense, although it would have been 
nice to have been asked about it. 
While the participatory function of the rounds meeting remained a 
built-in part of the structure of the session, the supervisor-directed 
approach appeared useful in assuring that the agenda would be carried 
out. In the opinion of this researcher, the majority of the criticism 
of the nature of leadership in the rounds session evolved from the 
participants' concern regarding the medical model orientation of the 
facilitator and the psychiatrist's relatively limited face-to-face 
contact with students. 
Sometimes the process [leadership] seems so condescending—as if 
those of us with different training and experience are not capable 
of making clinical judgments. I guess the thing that irks me most 
is that we are made to feel like "second class clinicians, " even 
though we have all [emphasis] the contact with the kids. I think 
it is very interesting that our clinical director is not here at 
all [emphasis] during the clinical part of the day. 
[Participant 11] 
Overall, in the opinion of this researcher, an effective 
leadership style that was consistent with the goals and objectives of 
the rounds session was observed during the 8 sessions he attended. The 
negative feelings and attitudes expressed by participants may be 
related to their relationship to the facilitator, and their perceptions 
of the supervisory process as being condescending. 
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Exercise of Supervision 
As highlighted in the first large group interview, administrative 
and interventive functions of supervision were the focus of the rounds 
session. No significant changes were observed by this researcher 
related to these functions, although a greater degree of clarity and 
structure for the sessions seemed to take place. Participant 3 shared 
his perceptions in this way: 
Even though there are times when we continue to go on farther than 
we need to, for the most part there is a greater understanding of 
the purpose of this time [rounds]. At least when this starts to 
happen [going into more detail than is appropriate for the 
meeting] we can use "buzz words" like "let's keep it simple" or 
"maybe we can discuss that elsewhere." There's a better level of 
awareness of what this meeting is for. 
Group Process and Interactions among Participants 
in the Last 3 Months 
The average number of participants attending the rounds session 
increased from 10 in the first 3 months to 11 during the last 3 months 
of the study. The increased participation of the classroom teachers 
and the program director accounted for this change. 
Since the structure of the rounds session was fairly well defined, 
most participants were prepared to discuss their observations and share 
their opinions during the sessions. Typical rounds sessions included 
identifying students by name and having each staff share her/his view 
based on their position in the program. Participant 2 expressed her 
experiences this way: 
It’s sort of expected that each of us [participants] will briefly 
share our observations in a straightforward kind of way. I like 
this approach because I'm not always comfortable sharing views in 
large groups or having to assert myself if disagreements come up. 
The environment is pretty protective and the goals are clear: 
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just report your observations from your own place in as simple a 
way as possible. [Participant 2] 
This researcher noticed that during some of the rounds sessions, 
participants came to the meetings with written notes which they 
referred to while sharing information. Participant 7 explained her use 
of notes: 
I either record things as they happen in the day book during the 
course of a week and just read them, or I bring notes with me. 
This time [rounds] is an opportunity to get some clarification on 
treatment plans and is a place to review things somewhat. I want 
to make sure I don't forget some of the important events that 
occur. [Participant 7] 
In general, this researcher observed an increased level of 
participation and collaboration among the different team members during 
the rounds sessions in the last 3 months of the study. There were at 
least two reasons for this according to participants: (1) the 
structure of the rounds sessions made it necessary for all present to 
share their views, and (2) because the goals of the sessions were 
clear, participants felt that their views were less likely to be 
criticized. 
Influence of the Rounds Sessions on the Major Activities 
in the Program during the Last 3 Months of the Study 
The major change observed by this researcher regarding the 
influence of the rounds session on the major activities in the program 
was in the area of reviewing and assessing intervention plans. In the 
eight sessions observed by this researcher, inquiries about the 
efficacy of treatment plans took place. This proactive approach 
represented a significant shift from the crisis orientation experienced 
in rounds sessions during the first 3 months of study. 
154 
As a part of the process, there seems to be this "checking in" 
that represents for me a primary difference in the way this time 
is used. Crisis issues that were all-encompassing and depleting 
of time are now discussed within the same parameters as a patient 
that is responding favorably to treatment. [Participant 9] 
As a result of inquiries within rounds sessions, there appeared to 
be an increase in implementing plans consistently during therapy. 
Staff seemed more likely to incorporate team decisions in their own 
areas when this appropriate follow-up was conducted. As Participant 11 
described: 
I feel more energized and focused in my therapy groups when I'm 
aware of a certain theme or problem area that is part of the 
treatment program. I don't feel as though I'm "spinning my 
wheels" or operating in a vacuum when I know treatment issues are 
being worked on in all areas. 
Discussion 
This part of Section 2 has highlighted the changes that took place 
in the case review and rounds sessions during the last 3 months of the 
study. These changes are presented separately below. 
There were four major changes in the case review conference 
observed by this researcher and perceived by participants: (1) in 5 of 
the 12 sessions, the inclusion of individuals outside the CPHP served 
to motivate facilitators to be more effectively prepared and to 
encourage a higher level of collaboration among team members, 
(2) administrative staff were more active in providing "meta¬ 
supervision" and reflections on the supervisory process conducted by 
facilitators, (3) classroom teachers and the program director attended 
more than half of the sessions, and (4) a more satisfactory level of 
resolution related to designing and implementing therapeutic 
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interventions and strategies were reported by participants within and 
outside of sessions. 
The rounds session included the following changes during the last 
3 months of the study: (1) the purpose and objective of the rounds 
meetings became increasingly clear, (2) the level of participation and 
collaboration of team members also increased, and (3) the process of 
reviewing and assessing treatment interventions became a cornerstone of 
the rounds session, leading to a greater degree of implementation 
during therapy hours. 
The inclusion of a new associate director about 6 weeks before the 
end of the study and a professional change of position for the 
researcher within the larger agency about 4 weeks before the end of the 
data collection process undoubtedly influenced the training sessions. 
These organizational changes were confirmed fairly well in advance of 
their occurrences. In the case of the new associate director, due to 
commitments in her previous place of employment, she had accepted the 
position about 5 weeks before her starting date. In the case of the 
researcher, the decision to enter a new position in the hospital was 
confirmed approximately 8 months before his actual departure. 
While the scope of these events upon the research was difficult to 
evaluate, there may have been some distinct advantages to the different 
positions held by the researcher. Jorgensen (1989) has suggested that 
"the participant observer may perform a variety of roles over the 
course of a study" (p. 60). This flexibility of roles was an 
opportunity for the researcher to gain access to a more comprehensive 
and accurate perspective of the CPHP. In the opinion of this 
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researcher, there were several advantages that these changes offered: 
(1) because the researcher's plan for changing his professional role 
was clearly acknowledged prior to the research period, his role of 
researcher in the program was solidified, (2) the distance experienced 
by the researcher and participants during the final 4 weeks of the 
study provided a different vantage point for examination, (3) the 
researcher's leaving coincided closely with the arrival of the new 
associate director, perhaps allowing for an important period of 
transition and reorganization of the system to occur "more naturally," 
and (4) the system was "freed up" to function in its own right without 
such close examination by the researcher. 
In the next part of Section 2, the second and final large group 
evaluation interview will be examined. Some additional influences 
related to the professional departure of the researcher and the arrival 
of the new associate director are included in this review. 
Final Large Group Evaluation Interview 
The final large group evaluation interview was scheduled and 
confirmed with participants approximately 5 weeks in advance. Despite 
the arrangement, which additionally included confirmation by telephone, 
6 participants attended the interview: Participants 1, 4, 7, 8, 11, 
and 16. The relatively low attendance appeared to be reflective of the 
transition process within the program, which many participants 
described as being "very hard." Participants 1 and 7 shared their 
experience in this way: 
There's not the feeling of warmth or even togetherness. It feels 
like a corporate mentality: This is what needs to be done, this 
is how you'll do it, this is what happens if you don't. You can 
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cut the tension with a knife, and, you know, the difference is 
easily seen in the kids. [Participant 1] 
The whole process has really been very hard. It's like, "Okay, 
folks, it's time to get to work. We have business to take care 
of." The humor is gone and we've gone backwards. The kids are 
expected to be "robots." The idea is to stop the "bad behavior." 
It just feels very uncomfortable." [Participant 7] 
Upon entry into the interview roan, the researcher noticed that 
participants were seated in a parallel fashion, providing an image of 
sitting "across from each other." Inmost of the previous sessions 
attended by the researcher, including the first large group interview, 
participants sat in a circle. The appearance of the seating 
arrangement as being somewhat adversarial appeared to be reflective of 
the emotional climate in the program at the time of the interview. 
TVo other factors seemed to characterize the general atmosphere 
during the interview session. First, the associate director of the 
program decided to not attend the interview and answered the unit 
telephone in the office of the secretary, which is separated by a 
sliding wooden door on the east wing of the interview room. The 
prominent issue of trust for administrators, which had been evident 
during the majority of the research period, was once again highlighted. 
Secondly, the program director arrived in the interview as the session 
concluded, which was a concern shared by those in attendance during 
interviews after the group assessment session. As a result of these 
two factors, the researcher interviewed participants in a careful 
manner, since the environment did not appear to be "safe" for more 
thorough or intimate discussion. 
I was very aware of who was where, who was not there, and of your 
[researcher's] careful questioning. I appreciated that, because 
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all along this process [research] has been pretty protective, or 
maybe consciously [emphasis] protective. And also I knew I'd have 
a chance to really [emphasis] share my views at sane point. 
[Participant 4] 
I was really concerned about_[program director's] not being 
here. This was a chance to take a step back and to examine our 
process. And it's been a difficult one. I'm actually angry about 
this because I feel like we're just avoiding the inevitable. We 
call it "denial” or "pathological" or "resistance" when it comes 
to clients. But with us—I guess we go by different rules. 
[Participant 11] 
Following the evaluation interview, the researcher consulted with 
the dissertation committee to elicit their suggestions for follow-up 
interviews. The decision was made to interview participants 
separately, and not use written forms as an interview supplement as had 
previously been utilized. The common themes shared during these 
interviews were collected through discussions with participants who 
attended and did not attend the interview. These areas are presented 
below. 
Those who attended the evaluation interview seemed to focus their 
remarks on the evaluation session itself, and discussed the case review 
and rounds session in that context. As a result, their remarks about 
the multidisciplinary sessions may have been more negative and 
emotionally charged. Participants 7 and 8 expressed their views: 
Other meetings [case review and rounds] have gone the same way as 
the big meeting [assessment interview] . Not everyone shows up and 
you really get the feeling you have to watch what you say. I 
really had hoped we had gotten over that—but it came back so 
quickly—and so strong. It's very disappointing and also makes it 
very hard to be here [CPHP]. [Participant 7] 
That meeting [evaluation interview] was so "icy" and tense 
reminds me of what they used to be like. But that seems to be the 
way things are now. The program has a different flavor, more 
bitter and cold. It's like, there are these "little camps" and as 
long as you stay within them, you're safe. [Participant 8] 
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The territorial issues related to alliances and coalitions in the 
program appeared to resurface during the transition of leadership in 
the program. This theme was also central to the comments expressed by 
participants who did not attend the assessment interview. Participants 
3 and 13 remarked in this way: 
As I’ve said before, I’m now pretty certain that these kinds of 
changes [transition of leadership] are not changes at all. It's 
standard operating procedure. The most predictable way of dealing 
with it is to work closely and diligently in your own area. That 
way there's at least some sense of order. [Participant 3] 
The kids have really been ’’off the wall." It's taken an enormous 
amount of energy to keep the lid on things. I haven't been to 
those meetings [case review or rounds] in a while, probably since 
vacation [New Year], because it's been so hectic. 
[Participant 13] 
The staff and program system appeared to revert back to the crisis 
orientation observed prior to the first large group interview. As a 
result, the central purpose of the multidisciplinary sessions had been 
at least temporarily interrupted. Feedback loops which had a 
deviation/amplification effect appeared to emerge once again and 
function in the program. The more crisis situations that arose, the 
less available staff were for multidisciplinary sessions. The less 
available participants were for meetings, especially educational staff, 
the greater the dichotomy in the program. The greater the dichotomy in 
the program, the less collaborative and participatory the team 
functioning became. 
In summary, during the last 4 weeks of the data collection 
process, the efficacy of the multidisciplinary sessions appeared to 
reflect the difficulties of the staff system to reorganize during the 
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transition to new leadership. Some of the positive changes following 
the first large group interview observed by this researcher were not 
confirmed in the final large group interview. The primary reason for 
this discrepancy appears to be the influence of hierarchical and 
systemic issues on the process of supervision, and the timing of the 
evaluation session occurring when participants felt less certain about 
the goals of the organization. 
In the next section, data collected in this study from the survey 
questionnaire, observations, and the interviews are synthesized. Data 
are organized in two ways: (1) to examine those aspects of the 
training sessions that contributed to an effective level of 
collaboration among groups, and (2) to reflect on the influence of the 
multidisciplinary sessions on the delivery of services within the 
program. 
Section 3: Summary 
The data collected in this study highlights clearly those 
components of the CPHP that encouraged collaboration among different 
professional groups, and areas which appeared to impede an effective 
level of team functioning. The first part of this section will focus 
on those aspects of the supervision sessions that contributed to an 
effective level of participation among staff in the program both within 
and outside the sessions. 
The nature of leadership in the staff system was the major factor 
that influenced the interactions of group members, and the functioning 
of the team according to the convergent data collected in this study. 
When leadership in the program promoted collaboration, verbal exchanges 
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among group members took place more freely. Moreover, this phenomenon 
appeared to coincide with the participants' perception that the 
facilitator was well prepared for the session, and was able to maintain 
a pragmatically sound focus for the group. 
The relationships among team members were generally organized in 
the way of discipline-centered and compartmentalized groups during much 
of the research, and appeared primarily related to the structural 
conflicts within the hierarchy of the CPHP. Despite the existence of 
alliances and coalitions that created a dichotomy in the program among 
professional groups, there were striking similarities in the way that 
positive relationships were described within the different groups 
including (1) positive feelings toward supervisors or facilitators who 
encouraged collaboration and a supportive environment, (2) a relatively 
frequent level of interaction among members, (3) the development of 
trust and affiliation within the group, and (4) a sense of clarity 
related to therapeutic philosophy, roles, and expectations. 
There were four common areas shared by participants with regard to 
team functioning that were considered most helpful: (1) a leadership 
style that encouraged participation among members while maintaining a 
theoretical and pragmatic focus, (2) developing strategies and 
intervention plans that could be consistently implemented in all 
aspects of the student's therapy, (3) perception of the staff group as 
being supportive and team oriented, and (4) the opportunity to learn 
various approaches from the styles and expertise of other participants. 
The position of the researcher-facilitator during family team 
sessions was initially central and directive. Four aspects of the 
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supervisor-directed approach which participants felt was most 
beneficial included the following: (1) a sense of group focus, (2) the 
use of experiential exercises that encouraged a supportive atmosphere 
within the group, (3) the use of films and videos of actual family 
sessions to illustrate systemic concepts, and (4) the structure of 
having a special theme or topic for each group. 
The relationships among team members evolved into the most 
prominent feature of the intervision sessions according to the 
participants. At the same time, the facilitator's role became less 
central and directive. Several elements of relationships among team 
members that were considered most desirable for participants were (1) 
perception of the group as being cohesive and nurturing, (2) use of the 
group to explore issues in the participant's family of origin, and the 
subsequent influence on their professional development, (3) an 
opportunity to learn various approaches from the experiences and style 
of other group members, and (4) a willingness to be creative and to 
take risks in sharing ideas and perspectives. 
Finally, the first large group evaluation interview served as an 
intervention in and of itself in creating a participatory process 
within the staff system. The reflective nature of the session helped 
to clarify and achieve the central goal of a more meaningful level of 
collaboration in the program. The hierarchical and philosophical 
conflicts within the system, which appeared to impede an effective 
level of communication among different professional groups, may have 
been circumvented through more frequent multidisciplinary review 
sessions. 
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The last part of this section highlights the influence of the 
multidisciplinary sessions on the delivery of services within the 
program. Two areas will be discussed: (1) the application of 
treatment plans that originated in either the case review or rounds 
sessions, and (2) the integration of ideas generated in the family team 
in the clinical work of participants. 
During the course of the research, there were some supervision 
sessions that were considered more productive and useful than others 
with respect to the practical application of interventions formulated 
in the multidisciplinary groups. There appeared to be several common 
features of these effective sessions observed by this researcher and 
shared by staff through interviews: (1) active involvement by 
representatives of each discipline in the session, and in designing 
therapeutic strategies, (2) clarity of problem identification and a 
related framework for treatment, (3) concrete intervention strategies 
that could easily be implemented and evaluated, (4) linkage of family 
issues with actions in the therapeutic milieu, (5) the perception by 
team members that other participants were well prepared for supervision 
sessions beforehand, and (6) assessment and modification of treatment 
plans developed in the case review during rounds sessions. 
The use of program documents such as the MTP forms and the staff 
day book provided important indicators of the practical application of 
strategies developed in the multidisciplinary sessions. While both 
documents were under-utilized in the opinion of this researcher, and 
perhaps served as a symbol for the dichotomy in the program, some of 
the participants felt they were useful devices in providing another 
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vehicle for canmunication in the program. The MTP appeared to be 
effectively incorporated as an adjunct to those supervision sessions 
that were reported as being satisfactory by representatives of all the 
disciplines in the program. The staff day book, used exclusively by 
clinical and milieu staff who were members of the family team, was 
identified by participants as serving three purposes: (1) as a way of 
providing information to all staff about special program events and 
rituals, (2) as a means of communicating with other family team members 
outside of groups, and (3) as a means of targeting issues generated in 
the family team for other meetings such as the case review or rounds 
sessions. 
In light of the relatively high level of family participation in 
the CFHP, the integration of the principles and techniques of family 
therapy was considered essential by the majority of participants prior 
to the study. Although a family-centered program for students and 
families was inconsistently implemented during the course of the 
research, there were several elements developed in the family team 
sessions that were incorporated in other aspects of the CPHP according 
to observations by this researcher and interviews with participants. 
Those elements include (1) the use of rituals in therapy groups, 
individual therapy, and program events such as student and staff 
transitions, holidays, and so on, (2) utilization of milieu therapists 
and student interns as cotherapists during family sessions and multiple 
family therapy, (3) use of various systemic techniques and 
interventions in the participant's clinical work, and (4) sharing of 
systemic viewpoints during case review and rounds sessions. 
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In chapter 5, a review of research design problems, implications 
of this research, and a discussion of important elements to include in 
designing supervision structures are presented. Also included are 
specific recommendations for further research. 
CHAPTER V 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
FOR FURTHER RESEARCH 
Introduction 
Chapter 5 is divided into four different parts. The first is a 
summary of the research. Next, research design problems are discussed, 
The third part presents the conclusions of the study including the 
implications for this research. In the last part, recommendations for 
further research as well as reflections on designing and evaluating 
multidisciplinary supervision and training programs are discussed. 
Summary 
This research was a case study using the methodology of 
participant observation. The purpose of this research was to examine 
the effects of a specialized supervision and training model used with 
multidisciplinary staff in a day treatment program for emotionally 
troubled children ages 6 to 12 and their fanilies. The Children's 
Partial Hospital Program (CPHP), affiliated with Elmcrest Psychiatric 
Institute of Portland, Connecticut (EPI), was selected as the research 
setting. Nineteen staff members and student interns representing the 
administrative, clinical, educational, milieu, and support components 
of the CPHP participated in this study. 
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The problem motivating the research was the absence of a 
comprehensive multidisciplinary supervision and training model in the 
psychological literature pertaining to the treatment of children and 
their families. While the literature on clinical supervision continues 
to expand within disciplines, few studies or articles have examined 
training across disciplines. This study offers a detailed description 
of one model so that people in the field can use different aspects to 
make more educated choices when designing and implementing supervision 
and training programs with this population. 
Once the location for the study was identified, participants were 
provided a survey questionnaire designed to assess their experiences 
and perceptions about supervision and training within the program. 
Next, individual interviews took place to clarify the evaluations, and 
suggestions were recorded for ways to improve the structure of 
supervision in the program. Three weekly supervision and training 
sessions were then developed based on the ideas generated by the survey 
questionnaire and interviews. The function and objective of each group 
session were accepted by consensus during a meeting facilitated by the 
researcher approximately one week before data collection began. 
Contact was made with the participants throughout the data 
collection process. Information was gathered in four different ways: 
(1) observations by this researcher and interviews with participants, 
(2) three large group interviews arranged when the sessions began, at 
the midpoint, and at the end of the 6-month period, (3) self-report of 
participants in specified areas of collaboration with professionals 
across disciplines through written assessment instruments, and 
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(4) examination of program documents and perceptions of participants 
regarding the manner in which the sessions influenced their work. 
The data were analyzed on four different levels. First, the 
nature of leadership in the program was examined by comparing and 
contrasting supervisory behavior during each multidisciplinary session. 
Second, the exercise of supervision within the context of each session 
was analyzed, particularly with regard to four functions of supervision 
identified in the literature, including (1) administrative, 
(2) educational, (3) interventive/planning, and (4) supportive. Third, 
the group process and relationships among the participants were 
examined within each session with an emphasis on functions, roles, and 
rules that were observed. Finally, the influence of the training 
sessions on the major activities in the program were analyzed, using 
the following categories to organize the data, including (1) effect of 
increased exposure to multidisciplinary perspectives on clinical work, 
(2) effect of increased group supervision sessions on staff 
relationships, (3) effect of sessions on staff attitudes about their 
work, and (4) effect of sessions on program development. 
Research Design Problems 
There are several research design problems that are inherent in a 
case study approach in which the presence of the evaluator, or the fact 
that an evaluation is taking place, can distort the findings of a 
study. In this section, four research design problems that emerged 
during the study are discussed. 
First, the fact that the majority of the participants in the study 
had a pre-existing relationship with the researcher within a personal 
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and professional context certainly influenced their actions and 
behavior. In some cases, there was a tendency to be a "good 
participant" in a cooperative fashion so that the researcher would have 
access to information "that he needed." While the researcher was 
careful to confirm and validate data from a variety of sources, this 
aspect of the study was difficult to control. The incorporation of 
another staff member to record data, perhaps an administrator who could 
have served as an unobtrusive observer, may have improved the efficacy 
of the study. 
The presence of the researcher and his overt position as evaluator 
in this study may have created a "halo effect" [Patton, 1980] that 
influenced the performance of the participants. That is, because the 
participants knew they were part of a study, they may have worked 
harder to show that they are competent professionals. On the other 
hand, the presence of the researcher as evaluator may have brought on a 
greater level of tension and anxiety that influenced performances in a 
negative fashion. As a means of compensating for the possibility of 
"performance anxiety," long-term and sustained observations allowed 
participants in the setting to get used to the inclusion of the 
researcher, so that over time the reactive effects of being evaluated 
could be less prominent. 
The second research design problem encountered in this study was 
the conflict experienced by this researcher between observation and 
participation, primarily during the family team seminar. Since the 
researcher's professional position provided access to the 
administrative and direct care subsystems in the program, and there 
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were significant conflicts among these groups, his "loyalty" to one 
group versus the other was a relatively constant balance and struggle. 
Access to the intimate experiences and perceptions of administrative 
staff were increasingly difficult, particularly as the conflictual 
relationships in the program became more overt. More frequent 
discussions with the program director initiated by the researcher, and 
taking a "one-down complementary position" [Watzlawick et al., 1967] 
with administrators were principal strategies employed to alleviate 
relational distance. That is, when a given situation called for the 
researcher to "wear his professional hat," he was generally more 
consciously compliant in accepting the views and position of 
administrators than he might have if the research was not being 
conducted. 
The third research design problem that emerged in this study was 
the difficulty in distinguishing the efficacy of each multidisciplinary 
session, due to the integrative quality of their design. This may have 
had a contamination effect, especially in exanining the case review and 
rounds sessions. The selection of a different participant to serve as 
an unobtrusive observer during each session may have improved this 
aspect of the research design. 
A related research design problem in this study was the 
variability among supervisors who facilitated the training sessions. 
There were significant differences in the level of experience, 
training, and philosophical beliefs related to the supervision process 
among this group. As part of the action-research paradigm, an * 
additional training session or series of training sessions about 
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supervision may have both improved the quality of the multidisciplinary 
sessions, and accounted more so for the variability among supervisory 
staff. 
Finally, there were several external events that were unable to be 
controlled, including the departure of the associate director 
approximately 6 weeks into the study and the inclusion of the 
psychiatric consultant during three case review conferences in the last 
12 weeks of the study. It is not clear to what extent these factors 
affected the study. Also, despite the fact that participants were 
aware in advance of the professional change in position of the 
researcher about 4 weeks before the end of data collection, it is not 
clear how this might have affected the study. The influence of the 
larger agency context upon clinical work is perhaps a fruitful area for 
further research. 
Conclusions 
The data collected in this study highlight clearly those aspects 
of the three multidisciplinary supervision and training sessions which 
contributed to an effective level of canmunication and collaboration 
among professional groups, and those which appeared to impede a 
productive level of team functioning. While all three groups were 
designed to include representatives from each discipline in the CPHP, 
the process of supervision and structure of the three sessions were 
very different from one another. 
The nature of leadership in the program and during each session 
was the major factor that influenced the interactions among members, 
and the functioning of the multidisciplinary team. Particularly during 
the case review conference in the first 3 months of the study, 
supervision was organized according to the idiosyncratic style of the 
primary therapist, which resulted in an inconsistency in 
multidisciplinary sessions from week to week. Participants in the 
study consequently considered some sessions to be more useful than 
others, primarily basing these perceptions on the actions of the 
individual responsible to coordinate the supervision group. 
During those sessions that participants felt were unsatisfactory, 
the position of the supervisor was directive and hierarchical. That 
is, the supervisor initiated most discussions, and verbal exchanges 
appeared to go from the supervisor to one participant, and back to the 
supervisor. The remainder of the group appeared to function as 
observers, with little dialogue or conversations taking place between 
them. Also, participants felt that supervisors during these sessions 
were generally unprepared and unfocused with regard to clarifying 
presenting problems and subsequent formulations for treatment. 
In contrast, during those sessions which participants' considered 
satisfactory and productive, a collaborative approach which promoted 
participation between team members was used by the supervisor. As a 
result, verbal exchanges among group members took place more freely. 
This phenomenon appeared to coincide with the participants' perception 
that the supervisor was well prepared for the session, and was able to 
maintain a pragmatically sound focus for the group. 
The inconsistent quality of leadership and supervision in the 
program that was perceived by the participants and this researcher may 
have been the result of two primary factors: (1) an underdeveloped and 
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unclear therapeutic philosophy in the program originating in the 
executive subsystem, and (2) the widespread differences among 
facilitators in experience, training, and philosophical beliefs related 
to the process of supervision. These particular factors would be 
useful areas for further research. 
The relationships among team members were generally organized in 
the way of discipline-centered and compartmentalized groups during much 
of the research, and seemed to be related to the structural conflicts 
within the hierarchy of the CPHP. As a result, the staff and program 
system, especially at the start and in the final month of the research, 
appeared to develop a crisis orientation that served as a barrier to 
the central purpose of team collaboration. Feedback loops which had a 
deviation/amplification effect appeared to emerge and function in the 
program at these times. The more crisis situations that developed in 
the program, the less available staff were for multidisciplinary 
sessions. The less available participants were for meetings, 
especially educational staff, the greater the dichotomy in the program. 
The greater the dichotomy in the program, the less collaborative and 
participatory the team functioning became. The less collaborative the 
team became, the more crisis situations developed. 
Despite the existence of alliances and coalitions that seemed to 
create a dichotomy in the program among professional groups, there were 
striking similarities in the way that positive relationships were 
described within the different groups including (1) positive feelings 
toward supervisors or facilitators who encouraged collaboration and a 
supportive environment, (2) a relatively frequent level of interaction 
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among members, (3) the development of trust and affiliation within the 
group, and (4) a sense of clarity related to therapeutic philosophy, 
roles, and expectations. 
In the last 3 months of the study, there were at least five case 
review conferences and eight rounds sessions that most participants 
agreed were effective and useful. There were four common features of 
these sessions described by participants and observed by this 
researcher: (1) all members of the student's treatment team attended 
the sessions, (2) team members felt other participants were well 
prepared for the sessions, (3) the supervisor elicited the feelings and 
views of each team member while maintaining a focus for the group, and 
(4) comprehensive intervention plans were developed in the sessions and 
incorporated following the sessions throughout the program. 
During the family team sessions, the position of the researcher- 
facilitator was initially central and directive. Four aspects of the 
supervisor-directed approach which participants felt was most 
beneficial included (1) a sense of group focus, (2) the use of 
experiential exercises that encouraged a supportive atmosphere within 
the group, (3) the use of films and videos of actual family sessions to 
illustrate systemic concepts, and (4) the structure of having a special 
theme or topic for each group. This approach appeared to be useful 
initially since none of the participants had prior experience or formal 
coursework in family therapy. 
The relationship among team members evolved into the most 
prominent feature of the intervision sessions according to the 
participants. As the research progressed, the facilitator's role 
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became less central and directive. Several elements of relationships 
among team members that were considered most desirable for participants 
were (1) perception of the group as being cohesive and nurturing, 
(2) use of the group to explore issues in the participant's family of 
origin, and the subsequent influence on their professional development, 
(3) an opportunity to learn various approaches from the experiences and 
style of other group members, and (4) a willingness to be creative and 
to take risks in sharing ideas and perspectives. 
There are several implications for supervision and training in 
child and family-centered programs that employ multidisciplinary 
professionals, as a result of this research. First, this study 
provides the only description in the psychological literature 
pertaining to specialized day treatment programs for children and their 
families that this researcher is aware of regarding a comprehensive 
supervision and training model for multidisciplinary staff. Specific 
aspects of the supervision and training model that were particularly 
effective were clearly highlighted in the convergent data gathered in 
the study. This research thus provides people in the field with enough 
description so that all or parts of the multidisciplinary model can be 
replicated. 
This study indicated the importance for clarity in leadership and 
the development of a consistent therapeutic philosophy within programs. 
The difficulty in establishing multidisciplinary sessions as a program 
priority was reflective of hierarchical conflicts within the CFHP. The 
creation of space and time for supervision sessions is the 
responsibility of administrative personnel. The dichotomy observed in 
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the program appeared at least in part related to the infrequency of 
interactions among all professional groups, rather than differences in 
theoretical orientation. 
The fact that the CPHP was "nested hierarchically" within the 
context of a private, for-profit, medical model organization also 
appeared to contribute to the philosophical dissonance in the program. 
When originally conceived, the CPHP was designed as an alternative to 
inpatient and residential treatment for children who historically were 
placed in those facilities. As a result, an emphasis on family 
involvement in the therapeutic setting was considered a central element 
of the specialized program. Despite the relatively high level of 
family participation, only the researcher had formal training and 
experience in family therapy. While the family team seminar was 
designed to provide exposure and training for staff in the practice of 
family therapy, clinical and administrative staff most responsible for 
working with families did not participate. The inclusion of a family 
therapy consultant outside the CPHP may have encouraged a greater level 
of participation in the seminar. 
Thirdly, there was a significant degree of variability among staff 
who facilitated the multidisciplinary sessions with regard to their 
previous experiences and training as supervisors. This study indicated 
the importance of academic training for therapists in the areas of team 
consultation, supervision, and administration that could accompany the 
more traditional clinical focus offered in most university settings. 
Also, child and family-centered programs that utilize multiple- 
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supervisors with different theoretical orientations could benefit from 
the process of "meta-supervision" in the form of supervision groups. 
Forth, effective levels of team functioning during some of the 
multidisciplinary sessions were reported by participants. In each case 
described, the delivery of services to clients were reportedly more 
consistent and clear. This study highlights the need for a predictable 
structure and format for the sessions, for the purposes of effective 
treatment planning, intervention, and evaluation. Recommendations are 
made in the next section of this chapter of ways that programs can 
build upon these supervisory components, including suggestions for 
including clients in the evaluative process. 
Finally, the first large group evaluation interview served as an 
intervention in and of itself in creating a participatory process 
within the staff system. The reflective nature of the session helped 
to clarify staff perceptions and achieve the central goal of a more 
meaningful level of collaboration in the program. The hierarchical and 
philosophical conflicts within the system, which appeared to impede an 
effective level of communication among different professional groups, 
may have been circumvented through more frequent multidisciplinary 
review sessions. This will be elaborated upon in the next section on 
reflections on the multidisciplinary sessions. 
Reflections on the Multidisciplinary Sessions 
and Recommendations for Further Research 
Reflections on the Multidisciplinary Sessions, 
From this study, this researcher has drawn up a set of guidelines; 
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areas to consider in designing, implementing, and evaluating 
multidisciplinary supervision and training sessions. 
Importance of clear leadership. As demonstrated in the study, the 
nature of leadership in the CPHP was the primary factor that influenced 
the level of collaboration among professional groups, the structure of 
the supervision sessions, and the subsequent delivery of services to 
clients. The development of a clear therapeutic philosophy is an 
administrative and executive function that shapes the ways in which 
clients, staff members, and referral sources perceive programmatic 
goals, expectations, and limitations. Thus, the organizational 
structure of child and family-centered programs should not be accepted 
as a given or implied phenomena, rather it should be explicitly 
articulated and evaluated diligently and frequently. 
The inclusion of families in specialized programs has profound 
implications for the mission of agencies, the range and delivery of 
treatment services, and the structure of the staff system. A major 
philosophical issue in the CPHP emerged in this study in this regard. 
The medical model orientation of the larger agency was maintained 
despite the different therapeutic objectives and client population 
being served. As a result, a significant amount of clinical work with 
families was conducted by staff members with little or no prior 
experience and formal training in family therapy. When designing 
programs for children and families, therapeutic priorities and hiring 
of staff need to be reflective of organizational goals and client 
needs. 
Another outcome of the underorganized hierarchy in the CFHP was 
the dichotomy between the clinical and educational components. This 
was manifested by the lack of integration of these components in the 
program schedule, and their separation in terms of physical space. In 
order to reinforce the value of both aspects in psychoeducational 
programs, integrating the schedule to reflect "normal school hours" can 
serve two primary purposes. First, as a means of facilitating a 
greater level of appreciation and collaboration among staff through 
more frequent access and observation of one another's work with 
students. Secondly, as a way of reframing the idea of placement as 
being part of the student's educational chronology, leading to the 
potential for mainstreaming. This is particularly meaningful in 
helping students and their families overcome issues of low self-esteem 
and "school failure" that is so pervasive with this population. 
Frequency and importance of team meetings. This study indicated 
the importance of having all members of the student's clinical team 
present for multidisciplinary sessions. Administrative personnel are 
responsible to establish these sessions as program priorities, assuring 
that all members are prepared in advance and able to contribute in a 
meaningful way. This study also demonstrated that the structure of the 
sessions need to be consistent and predictable so that the roles of 
treatment team members and the objectives of each session are clearly 
defined. 
Supervision groups for supervisors. Another conclusion of this 
study was that the supervisory experience and training of supervisors 
was quite variable, and was a factor that had a major influence on the 
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efficacy of multidisciplinary sessions. As a means of clarifying 
further the therapeutic philosophy within the program, the use of 
supervision groups could have provided a more effective level of 
consistency and structure for the sessions. The integration of 
constructivist and reflecting team concepts in the supervision process, 
as described in the literature review in Chapter 2 of this study, 
offers useful information and insights in this regard. Also, 
supervision groups may have had the effect of supervisors developing 
strong relational working connections, so that they would be more 
likely to rely upon each other for support, knowledge, direction, and 
expertise. 
The first large group evaluation interview that took place at the 
mid-point of this study demonstrates the value of the reflecting 
process further. Staff perceptions and experiences of the training 
sessions were clarified at the meta level, since the design of the 
session called forth examination of the supervision process itself. 
Thus, the collaborative aspect of the sessions was promoted in a 
structured fashion, and choices could be made by the team whether or 
not changes needed to occur. In the opinion of this researcher, the 
reflective process did not take place frequently enough in the CPHP. 
When designing and implementing child- and family-centered programs, 
the use of consultants may be beneficial in introducing a sense of 
clarity, new ideas, and fresh perspectives in a nonthreatening fashion. 
The usefulness of a consultative model of supervision was 
demonstrated in three case review conferences during the last 3 months 
of this research. Although the inclusion of the psychiatric consultant 
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was not initiated as part of the design of this study, this researcher 
and most participants felt his presence was helpful in providing an 
effective level of clarity and direction for the multidisciplinary 
team. This was perhaps achieved because the position of the consultant 
was fairly distinct from the emotional and systemic processes that 
members of the CPHP experienced and perceived. That is, the ideas and 
views shared by the consultant were considered "relatively objective" 
and perhaps "more credible," since he was not as intimately involved or 
emotionally invested in the case being reviewed. The availability of 
the consultant also had the effect of holding the treatment team 
accountable for promptly attending and being prepared for the sessions. 
Since many child- and family-centered programs have financial 
problems that restrict their use of consultants, networking with 
similar organizations by sharing consultants on an "in-kind" basis 
could be utilized. Supervision and training sessions for consultants 
can improve the quality of supervision and services to clients in a 
refreshing context. Widening the field of vision and using resources 
creatively is a special challenge for child- and family-centered 
programs as we enter the 1990s, especially in the midst of the 
burgeoning crises in fiscal budgets and health care services. 
Contribution of students and families in evaluating services. As 
indicated in the literature review in chapter 2 of this study, clear 
changes in the last decade in child welfare policy demonstrates a shift 
from a focus on child placement to a concentration on family support. 
While the focus of this research was the process of supervision and 
interactions among different professional groups in the CPHP, the 
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quality of services provided to clients is the ultimate objective of 
agencies and funding sources. Keeping the collaborative model in mind, 
the perceptions and suggestions of clients in evaluating services has 
important implications for the process of therapy conducted in child- 
and family-centered programs. 
As a means of encouraging client participation in the evaluative 
process when designing child- and family-centered programs, four levels 
need to be considered: (1) during the preplacement stage, a clear 
contract for services should be developed and agreed to by the client, 
program, and significant larger systems representatives both verbally 
and in writing, (2) periodic review of the contract should take place 
during case conferences and therapy sessions, modifying the contract if 
necessary, (3) during parent groups and multiple family therapy in 
programs that incorporate these approaches, parental suggestions, 
ideas, and experiences of policies and therapy services should be 
discussed, and (4) as part of the process of termination from the 
program, verbal and written evaluations developed by each agency should 
be utilized and made part of the permanent record of the client. 
In this study, two case review conferences included family members 
and representatives of the larger system of the student. The majority 
of staff and others who participated reportedly felt the sessions were 
productive. Despite these views, some administrative staff expressed 
concerns that in certain cases, conflicts within the CPHP and/or the 
larger system should be "shielded" from clients or selected 
representatives of the larger system. As a possible solution to this 
dilemma, conferences could take place on two levels: (1) initially 
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between the multidisciplinary team to clarify treatment questions, 
goals, and objectives, and (2) holding a subsequent meeting with the 
family and larger system to clarify further or modify the clinical 
plans and contracts. This level of collaboration, and the client's 
active role in evaluating services, are fruitful areas for further 
research which would enhance the findings in this study. 
Family therapy training for all staff. The efficacy of family 
therapy within the context of specialized day, inpatient, and 
residential treatment programs for children is well documented in the 
literature, as presented in chapter 2 of this study. While only 7 of 
the 19 participants in this study took part in the family team seminar 
on a consistent basis, the effects of the seminar on the major 
activities in the program were far reaching. These effects came in the 
way of (1) the use of therapeutic rituals within individual and group 
therapy, and program events such as holidays and the transition of 
members, (2) utilization of milieu therapists and student interns as 
cotherapists during family sessions and multiple family therapy, 
(3) use of systemic interventions and techniques in all areas of the 
program such as the educational and milieu components, and (4) sharing 
systemic viewpoints during case review and rounds sessions. 
Comprehensive exposure and training in family therapy for all 
staff despite their theoretical orientation in psychoeducational 
programs is a priority that needs to be established by administrative 
and executive level personnel. Since the previous experience of staff 
may be quite variable, training programs should include at least two 
aspects: (1) an introductory component designed to expose staff to the 
184 
broad field of family therapy, including the language and guiding 
principles of systems theory, and (2) live team consultation and 
supervision for more experienced staff as a means of sharing resources, 
developing an increased level of skills, and presenting actual cases. 
These areas are discussed separately below, although a practical 
approach would include both elements germane to the needs of the 
program being developed. 
The findings in this study suggest that an effective introductory 
design would include the following elements: (1) a supervisor-directed 
approach [Haley, 1976; Roberts, 1981, 1982, 1983a, 1983b] at least in 
the early stages of the training, (2) didactic presentations designed 
to expose participants to general systems theory and several models of 
family therapy, (3) the use of experiential exercises to illustrate 
systemic concepts, and facilitate group cohesion, (4) the use of videos 
of family sessions available through the Masters Series of the American 
Association for Marriage and Family Therapy [1990], or sessions 
conducted by other experienced family therapists, (5) the use of films 
that can further stimulate the integration of theory and practice, and 
(6) incorporating systemic interventions and techniques in other areas 
of the program, such as the educational and milieu settings. 
The second aspect of family therapy supervision and training can 
be used with more experienced staff, or participants who have been 
involved in the introductory sessions. In the last decade, there has 
been a proliferation of live supervision models in the family therapy 
field involving the use of teams [Kassis, 1984; Keller and Protinsky, 
1986; Prest et al., 1990; Roberts et al., 1989]. These models have 
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important implications and potential for psychoeducational programs 
that employ multidisciplinary staff. 
The conclusions of this study and review of the related literature 
describe processes and guidelines for team models that are fluid enough 
to be applied in a variety of settings. A well-designed live 
supervision program would appear to integrate the following elements: 
(1) a collaborative approach [Roberts, 1981, 1982, 1983a, 1983b] that 
promotes an effective level of team cohesion and philosophical focus, 
(2) a group model that works with a range of families, (3) continued 
theoretical training using several current models of family therapy, 
(4) some type of team meeting where cases can be planned and discussed, 
(5) a post-session meeting to evaluate and reflect upon the family 
session and team process, and (6) the use of video and the one-way 
mirror for '’live” observation. 
Utilizing consultants who specialize in family therapy supervision 
may be effective in developing a supportive group environment and 
structure for live supervision sessions. The notion that all group 
members have different forms of expertise at different times can 
promote meaningful sharing of new ideas and perspectives, so that 
participants may rely upon one another for support, knowledge, and 
direction. The findings in this study indicate that during group 
sessions participants felt were particularly effective, they learned a 
great deal from the variety of therapist's styles they observed. 
In terms of the economics of supervision, the use of supervision 
groups would appear to be the most feasible training format available. 
The duration and frequency of family supervision and training groups 
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can be modified to meet the needs of administrators and clinicians in a 
variety of settings, potentially serving two primary purposes: (1) as 
a means of facilitating an effective level of collaboration and 
communication among different disciplines, and (2) as a model of 
working with families that is on the cutting edge of the family therapy 
field. Finally, staff should be encouraged by administrators to 
participate in formal family therapy courses in an accredited 
university setting. While the efficacy of exposure to systems theory 
and use of live team supervision will enhance the range of staff's 
skills, these sessions can not replace the value of academic training 
at the university level. 
Recommendations for Further Research 
The results of this study as well as unanticipated findings can 
provide the basis for further study. The most obvious recommendation 
would be a replication of the study but with two important changes: 
(1) the use of an unobtrusive observer and individuals who do not have 
significant relationships with participants prior to the study, and 
(2) controlling for prior supervisory experience and training for 
facilitators. 
Secondly, important research would be to go out into the field and 
examine how other programs conduct supervision. This would help to 
further define models and to sort out idiosyncratic behaviors of 
supervisors, participants, and multidisciplinary groups. A 
particularly interesting aspect of the CPHP that could be studied in 
more depth is how the nature of leadership influenced the level of 
collaboration among the team. While this study gathered a lot of 
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information about the participant's perception of leadership and 
supervision over the 6 months, the facilitator's perception of the 
group could only be speculated. If more data were gathered, perhaps by 
observing supervisors discussing their ideas and perceptions of 
training in a group setting, a more comprehensive view of the 
supervision phenomenon could be presented. 
While the three multidisciplinary sessions were designed to serve 
different functions in the program, there was considerable overlapping 
of information and interactions among them. As a result, there may 
have been a contamination effect in which the processes in one session 
may have influenced the events in another, particularly in the case 
review and rounds sessions. Thus, the efficacy of individual sessions 
was difficult to determine. Further study which designs and implements 
one session, perhaps using two similar research settings as a means of 
comparing and contrasting the sessions, could provide some answers in 
this regard. 
A particularly interesting finding in this study was the 
strikingly similar descriptions and experiences of positive supervision 
sessions that were reported by participants representing different 
professional groups. The most significant features described by 
participants were their perception of clear leadership, strong 
relationships with other team members fostered by frequent 
interactions, and perception of the group as being cohesive and 
supportive. Further study could elaborate more specifically the ways 
in which participants thought these features emerged, as well as those 
elements that contributed to collaboration and learning such as 
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modeling based on other participants' styles, learning from others' 
experiences, and learning based on exposure to different theoretical 
positions. 
Some of the participants in the study indicated that during two 
case review conferences attended by members of the student's family and 
representatives of the larger system, a more effective level of 
collaboration and communication among the multidisciplinary team was 
observed. Not enough data were gathered in this study to indicate 
which elements of these sessions were most useful. Further study which 
examined and recorded such aspects as the preplanning stage, decisions 
as to who would attend, and methods for evaluation could provide some 
answers to these interpretations. More specific evaluation 
measurements designed to elicit the perceptions of multidisciplinary 
staff, family members, and representatives of the larger system would 
be fruitful areas to explore in this regard. 
Another intriguing indication of effective sessions perceived by 
participants was the use of program documents such as the master 
treatment plan (MTP) and the staff day book. Following 
multidisciplinary sessions in which these documents were utilized, 
intervention plans and strategies appeared more likely to be carried 
out during all aspects of the client's therapy. Further study could 
detail more specifically the benefits of incorporating this component 
as an ongoing feature of supervision and training sessions. 
Finally, this study demonstrated the need for further research on 
the ways in which the larger agency context influences the theoretical 
and pragmatic focus for the multidisciplinary team. In this study, the 
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methodology of participant observation was used to gather data, 
providing an opportunity to access the intimate experiences and 
perceptions of staff within the research setting. Further study could 
expand these observations to include the broader context. 
APPENDIX A 
LETTER AND PROSPECTUS TO ELMCREST RESEARCH COMMITTEE, 
AND CONSENT FORMS 1 AND 2 
July 5, 1989 
To the EPI Research Committee: 
Enclosed is a summary of my proposed research curiosity that 
includes a copy of consent forms, a letter of endorsement from the 
Program Director of the unit being studied, and a personal resume and 
vitae. Please be advised that the prospectus is a prelude to the 
dissertation proposal, and has been constructed to provide a 
fundamental description of the research topic, the theoretical 
principles guiding the study, and themethodology to be incorporated. 
Following your review and endorsement, a comprehensive 
dissertation proposal will be submitted, and will include the 
participation of my dissertation committee at the University of 
Massachusetts at Amherst. 
I look forward to working with you. Please let me know if you 
need further assistance or information in this matter. 
Respectfully, 




CLINICAL SUPERVISION AND TRAINING WITH 
MULTIDISCIPLINARY STAFF IN A DAY TREATMENT PROGRAM 
FOR EMOTIONALLY TROUBLED CHILDREN AND THEIR FAMILIES 
PROSPECTUS 
By Michael J. Schultz 
Introduction 
This research proposes to examine the application of a specialized 
supervision and training approach used with multidisciplinary staff in 
a day treatment program for emotionally troubled children and their 
families. The primary research strategy will be participant 
observation with a guiding focus on a formal and informal supervision 
processes in the Children's Partial Hospital Program (CPHP) affiliated 
with Elmcrest Psychiatric Institute (EPI). The principles of strategic 
and systemic family therapy (Selvini, Boscolo, Cecchin, & Prata, 1980; 
Weakland, Fisch, Watzlawick, & Bodin, 1974) will serve as a theoretical 
and epistemological foundation for the inquiry. 
For approximately thirteen years, I have had the opportunity of 
working with children and their families in residential and specialized 
day treatment settings that have incorporated the skills of 
multidisciplinary professionals such as psychiatrists, psychologists, 
social workers, special education teachers, and milieu therapists, 
among others. While the focus of my work has been influenced by the 
agency perspective and the point of view of the various positions I 
have held, a consistently emerging set of concerns has appeared to 
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develop despite the contexti human service professionals often have 
conflicting ideas about problems and solutions that can result in 
unfocused treatment plans, an inconsistent use of interventions and 
"territorial issues" defined by professional affiliation and, 
paradoxically, workers with the least amount of training and experience 
have the most direct care responsibility for clients. 
The history of my idea to focus this study on clinical supervision 
and training is based on these experiences. The relatively contained 
and limited parameters of the day treatment setting serves as a useful 
systemic arena that perhaps reflects a broader social and professional 
dilemma, and is one that holds a meaningful position in the continuum 
of care for child and family services. The creation of a comprehensive 
training program that encourages appreciation, dialogue, and 
participation among multidisciplinary professionals is the objective of 
this research. 
Research Setting and Participants 
As indicated, the supervision process within the CPHP program will 
be examined, and will include all staff representing the clinical, 
educational, milieu, and support components of the program. My 
participation and role within the program will remain intact, although 
the addition of my role as researcher will undoubtedly influence the 
process. I will discuss the limitations of the research position and 
my attempts at addressing the problem of reliability and validity at 
length in the research proposal. A full protocol for informed consent 
will be used and the participants' identity and place of employment 
will be kept confidential (see proposed consent form attached). 
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Data Collection and Methodology 
The purpose of this proposed study is to further our understanding 
of the phenomena of supervision and training of multidisciplinary staff 
in psychoeducational settings that work with troubled children and 
their families. Data will be collected through in-depth interviews 
that will allow staff to elaborate on their supervision and training 
expereince, particularly across disciplines. The inclusion of 
increased multidisciplinary meetings will serve as the basis of study 
and will be qualitatively interpreted. The addition of this 
specialized approach has the potential for modifying the analysis, and 
is the primary reason that a qualitative approach was selected. Group 
supervision and training sessions will be videotaped as a primary data 
source, an opportunity for group reflection, and as an educational 
resource to guide the supervision process. 
For the proposed study, extended and multiple interviews will be 
used. Conversations will be organized by a broad topical outline (see 
enclosed interview guide) and videotaped. Four staff will be selected 
for interviews and will be representative of the following areas: 
clinical, educational, milieu, and a student intern. 
Each staff member will be individually interviewed on two 
occasions. The first interview will be unstructured, using an opening 
question and a relatively short list of significant areas to be 
examined during the dialogue. The videotaped discussion will be 
reflected back to the participant, and will be the focus of the second 
interview. The second interview will also be videotaped and 
subsequently analyzed in an effort to identify common themes and 
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perceptions. Data will be organized to reflect four primary functions 
of supervision, including educational, supportive, intervention/ 
planning and administrative. These functions will be explained in 
detail in the dissertation proposal. 
A personal journal will be used throughout the inquiry process, 
and will be designed to reflect on the contextual implications of the 
study on the structure of the supervision system. Speculative ideas 
and interpretations that develop during the research process will be 
included as they relate to the researcher's emerging perceptions of the 
participants and their responses, and the impact of the specialized 
approach on the existing system. The journal will be shared with a 
peer debriefer familiar with the structure of the setting, yet an 
individual outside of the program, and with the Committee Chair of the 
University of Massachusetts. Periodic updates and discussions with 
selected members of the Elmcrest Research Committee will be sought and 
appreciated by the researcher. In addition, a biographical account 
will be developed which articulates my previous experience, concerns, 
and ideas about the supervision and training of multidisciplinary 
professionals. As a means of acknowledging and clearly stating my 
position, awareness of the influence of my prior experience and 
philosophical bias (Schultz, in press) is essential for appropriate 
analysis of the data. The biographical account will be available as an 
appendix for the proposal and dissertation, and will provide the reader 
with an informed understanding of the researcher as the primary 
instrument of investigation. 
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Memorandum 
TO: John Cline, Ph.D. 
Chairman, Research Committee 
FROM: Edward B. French, CISW 
Children's Service Director 
DATE: August 21, 1989 
RE: Michael Schultz' Research Proposal 
I wholeheartedly endorse Michael Schultz' research proposal for 
completion of his doctoral dissertation. It holds promise as a 
valuable contribution to the field of child and family mental health 
treatment. We are fortunate Michael has chosen the Elmcrest Child 
Partial Hospitalization Program as the site for his research. 
cc: Michael Schultz 
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Consent Form 1 
"Clinical Supervision and Training with Multidisciplinary Staff in a 
Day Treatment Program for Emotionally Troubled Children and Their 
Families." 
I am a graduate student at the University of Massachusetts at 
Amherst. The subject of my doctoral research is: "Clinical 
Supervision and Training with Multidisciplinary Staff in a Day 
Treatment Program for Emotionally Troubled Children and Their 
Families." The inquiry will be based on a case study of our program, 
and interviews with representatives of the participating disciplines 
(clinical, educational, milieu, and student intern). 
You are being asked to participate in this study through your 
involvement in daily multidisciplinary meetings in the program. I am 
interested in the concrete effects of the multidisciplinary meetings on 
individual staff and the staff system, particularly related to 
communication across disciplines. As part of the dissertation, I may 
compose the materials from multidisciplinary meetings as a "profile" in 
your own words. I may also wish to use some of the interview material 
for journal articles, presentations to interested groups, or for 
instructional purposes for ray teaching. I may wish to write a book 
based on the dissertation. 
In all written materials and oral presentations in which I might 
use materials from multidisciplinary meetings, I will not use your 
name, names of people close to you, or the program that you are 
affiliated with. Any transcripts or written documents will be typed 
with initials for names, and in the final form the dialogical material 
will use pseudonyms. 
You may at any time withdraw from participation in the daily 
multidisciplinary session. You may withdraw your consent to have 
specific excerpts used, if you notify me at the end of any supervision 
session. If I were to desire to use any materials in any way not 
consistent with what is stated above, I would ask for your additional 
written consent. 
In signing this form, you are also assuring me that you will make 
no financial claims for the use of the material in the 
multidisciplinary supervision and training sessions; you are also 
stating that no medical treatment will be required by you from the 
University of Massachusetts should any physical injury result from 
participating in these multidisciplinary supervision and training 
sessions. 
, have read the above 
statement and agree to participate under the conditions stated above. 
Signature of Participant 
Signature of Researcher 
Date 
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Consent Form 2 
"Clinical Supervision and Training with Multidisciplinary Staff in a 
Day Treatment Program for Emotionally Troubled Children and Their 
Families." 
I am a graduate student at the University of Massachusetts at 
Amherst. The subject of my doctoral research is: "Clinical 
Supervision and Training with Multidisciplinary Staff in a Day 
Treatment Program for Emotionally Troubled Children and Their 
Families." The inquiry will be based on a case study of our program, 
and interviews with representatives of the participating disciplines 
(clinical, educational, milieu, and student intern). 
You are being asked to participate in this study. I will have two 
conversations with you that will be videotaped and will be about one 
hour in length. The first conversation will be focused on your ideas 
and experiences regarding supervision and training. As a means of 
reflection, we will view the videotape within seven days. The second 
discussion will extend the experiences and ideas identified in the 
first video, and will be videotaped. I may ask an occasional question 
for clarification or for further understanding, although my interest 
will be to listen as you recreate your experience within the structure 
and focus of the two interviews. You will be one of four individuals 
being interviewed in this say. 
My goal is to analyze the materials from our conversations to gain 
a greater understanding of the strengths and limitations of the 
supervision process, and ways in which communication and participation 
across disciplines can be encouraged. I am interested in the concrete 
details of your supervision experience, the aspects which you feel are 
integral to your work, and those areas you would like to have improved. 
As part of the dissertation, I may compose the materials from your 
interviews as a "profile" in your own words. I may also wish to use 
some of the interview material for journal articles, presentations to 
interested groups, or for instructional purposes for ray teaching. I 
may wish to write a book based on the dissertation. 
In all written materials and oral presentations in which I might 
use materials from your interview, I will not use your name, names of 
people close to you, or the program that you are affiliated with. Any 
transcripts or written documents will be typed with initials for names, 
and in the final form the interview material will use pseudonyms. 
You may at any time withdraw from the interview process. You may 
withdraw your consent to have specific excerpts used, if you notify me 
at the end of the interview series. If I were to desire to use any 
materials in any way not consistent with what is stated above, I would 
ask for your additional written consent. 
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In signing this form, you are also assuring me that you will make 
no financial claims for the use of the material in the 
multidisciplinary supervision and training sessions; you are also 
stating that no medical treatment will be required by you from the 
University of Massachusetts should any physical injury result from 
participating in these multidisciplinary supervision and training 
sessions. 
I, _, have read the above 
statement and agree to participate as an interviewee under the 
conditions stated above. 
Signature of Participant 
Signature of Researcher 
Date 
APPENDIX B 
SUPERVISION EVALUATION FORM 1 AND 2 
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Supervision Evaluation Form 1 
Directions: The purpose of this evaluation is to provide an 
opportunity for you to share your views about the supervision process 
within the program. The information generated from this evaluation 
will be used to analyze and identify areas of usefulness and limitation 
with regard to supervision and training in the program. Please 
indicate your response to each statement by placing a check ( ) 
corresponding to your answer. 
l=strongly agree; 2=agree; 3=neutral; 4=disagree; 5=strongly agree 
It is not necessary for you to place your name on the form. It 
will be helpful if you fill out the demographic information listed at 
the end of the evaluation statements. 
Thank you for your assistance and cooperation. 
SUPERVISION EVALUATION 
STATEMENT SA A N D SD 
1. I receive appropriate supervision 
within my department. 
2. The goals and objectives of 
supervision are clear. 
3. My supervisor is understanding 
of my professional needs. 
4. My supervisor encourages me to 
share ideas, feelings, or 
experiences. 
5. Supervision hours occur at a 
predictable time. 
6. My supervisor is readily accessible 
outside of scheduled supervision 
times. 
7. I receive appropriate group 
supervision with colleagues from 
other disciplines. 
8. Administrative leadership is clearly 
among the multidisciplinary team. 
Supervisees are encouraged to share 
ideas, feelings, or experiences 
during group supervision. 
9. 
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STATEMENT SA A N D SD 
10. The treatment goals of the client 
are clearly articulated among 
multidisciplinary professionals. 
11. I am appropriately provided with 
educational training in group 
supervision. 
12. My understanding and appreciation 
for the views of other professionals 
have been enhanced in group 
supervision. 
13. The duration and frequency of 
group supervision appropriately 
prepares me for work with clients. 
14. The theoretical foundation of the 
agency is clearly stated by 
administrators. 
15. The communication among professional 
disciplines is appropriate within 
the program. _ 
16. I am able to utilize my theoretical 
orientation and skills in ray 




3. Current Position: How Long? 
4. Educational History (Highest degree attained, indicate if 
currently in school or training) : 
5. Professional Experience: 
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Supervision Evaluation Form 2 
Beside each characteristic of clinical supervision, place a check 
mark under the column which represents your view of appropriate 
training within the program. There are four possible ratings: Very 
Important (VI), Important (I), Somewhat Important (SI), and Indifferent 
(Indif). Thank you for your participation. 
I. Characteristic VI I SI INDIF 
A. Education Focus 
B. "Live Team" approach 




E. Intervention Focus 
(Strategy, Developing 
Hypothesis, Planning, etc.) 
F. Administrative 
(Personnel, Protocol, 
Scheduling, Keeping records, 
etc.) 
II. Rank the clinical supervision models below in order of preference 
for you ("1" = most desired, "5" = least desired). 
Rank Clinical Supervision Model 




Systemic (Team Approach) 
III. This question involves the identification of staff persons who 
provide clinical training in the program. Beside each decision, 
place a check mark under the columns corresponding to the sta 
person who provides training in the program. 
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Who provides clinical training? 
Clinical Primary Educational 
Direct Care Staff Director Associate Therapist Coordinator 
Educators _ 
Milieu Staff  
Primary Therapist  
Creative Therapist  
Student Intern _ 
TV. What is your opinion about the present clinical supervision 
approach used in the program? 
APPENDIX C 
DESCRIPTIVE MEMO OF MULTIDISCIPLINARY SESSIONS 
TO: Harold and Nancy 
FROM: Mike 
RE: Structure of Staff Meetings 
DATE: 8/14/89 
As per our discussion on Friday, 8/11/89, the following represents 
a basic description of the various multidisciplinary staff meetings 
proposed for our fall schedule. Please be advised that we should 
expect some degree of modification as the meetings progress based on 
program needs and feedback from other staff. 
I. Case Review Conference 
The case review conference will take place on Tuesday mornings 
from 10:45 to 11:30 and will include all available staff from the 
program. The purpose of this meeting will be to develop a 
comprehensive treatment and intervention plan for one student. Various 
staff from the student's clinical team (psychiatrist, therapist, 
creative therapist, teacher, mental health worker) will share pertinent 
information, ideas and observations. The objective of the meeting will 
be to clearly articulate a plan that can remain consistent across 
disciplines. Teams will alternate on a weekly basis, although any 
available person should be encouraged to attend as a means of enhancing 
the quality of continuity in the program. 
Other functions of this group may include the formulation of the 
MTP since this time has historically been reserved for that purpose. 
Extra time may be needed in some cases for the purposes of the MTP 
since this time has historically been reserved for that purpose. 
Extra time may be needed in some cases for the purposes of the 
MTP. The inclusion of parents in these sessions can also be arranged. 
The primary therapist of each clinical team should be responsible 
for scheduling students to be reviewed based on suggestions and 
concerns from the team. Staff will be advised to come prepared for the 
meeting in terms of articulating concerns and objectives. 
II. Family Team/Group Supervision for Interns 
The family team and group supervision for interns and all 
interested staff will take place on Tuesday evenings from 4:30-6:00 
p.m. in the house living room. The purpose of this meeting is to 
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expose interns and interested staff to a variety of systems theory and 
technique with a focus on strategic, systemic, and structural schools 
of family therapy. Didactic presentations will be integrated with 
experiential exercises as a means of illustrating concepts and 
formulations. Case presentations will be discussed using "Live Cases" 
ongoing in the program. 
The development of a "family team," incorporating a dialogical 
framework, is one major objective of the Tuesday evening session. 
Hopefully, the use of video will complement and facilitate team 
involvement in present-day families in our program. 
A variety of readings, video and guest speakers will be available 
for these sessions. A general outline of scheduled events and 
suggested readings is currently being organized, and will be available 
by the starting date of September 5, 1989. 
III. Rounds 
Rounds meetings will take place on Thursday mornings from 10:45- 
11:30 and will include all available staff from the program. The 
purpose of the rounds meeting is to share information and observations 
about students, encourage multidisciplinary staff to share ideas and 
views, and allow an opportunity to organize interventions, in a 
comprehensive and consistent manner throughout the program. During 
rounds meetings, each team will have the opportunity to discuss 
upcoming events, student progress and/or concern, and possible 
solutions. Suggestions and ideas formulated during rounds meetings may 
be targeted for further discussion in the weekly staff meeting or case 
review conference meeting. Administrative decisions will take place in 
leadership meeting and not necessarily during the rounds meeting. 
I have described the purpose and primary objectives of three 
additional multidisciplinary meetings including the case review, family 
team and group supervision for interns and interested staff, and 
rounds. While there is the potential for sane overlap as these 
meetings progress, they should be considered relatively distinct 
regarding goals and objectives. 
The purpose of implementing these meetings is to encourage a 
greater degree of dialogue and participation of staff within the 
program. The meetings will hopefully allow for a variety of views and 
perspectives to be shared among staff; while at the same time, allowing 
for an improved degree of consistency and philosophical focus. 
Perhaps most significant is the supportive environment that can be 
facilitated by the openness of the dialogical system, and enhanced by 
the quality of relationships within the staff community. We are very 
fortunate in being part of a staff milieu that is professionally astute 
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and caring. This is our finest feature and resource, and can only be 
improved through continued conversation and collaboration. 
Mike 
APPENDIX D 
MASTER TREATMENT PLAN UPDATE 
ELMCREST HOSPITAL, Portland, Connecticut 
Patient Name _A dm. Date_ MTPU Date 
I. Brief Summary of Treatment to Date 





AXIS IV: Acute - 
Enduring - 
AXIS V: GAF past year 
GAF current 
Change in Axis Hi and II, and date of changes: 
Date Changes MD signature 
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V. Master Treatment Plan Grid 




Goals/ Approach & 
Measurable Target Date Frequency Staff 
Problem Criteria Date Reslv. Per Week Assigned 
(continued) 
Page _ of _ Patient Name 
VI: Discharge Plan 
Living Arrangements: (where, with whom, group home, halfway house, 
residential, how financed, other) 
Job/School: (where, contact person, PET, special person, DVR) 
Social Supports: (A.A., N.A., youth group, religious group, leisure 
activities, other) 
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Outpatient Therapy/Partial Hospital: (where, contact person, date of 
appointment) 
Anticipated Discharge Date 
Additional Comments: 
Changes/update in discharge plan should be documented in the primary 
therapist's weekly note. 
VII: Signature/Discipline of Staff Present: 
MTP completed by: _ 
Signature 
MTP reviewed by: 
Signature 
APPENDIX E 
FAMILY TEAM SYLLABUS 
Group Intervision: Family Team Seminar 
This seminar is designed as an introductory overview of the broad 
field of family therapy, and seeks to familiarize student interns and 
interested staff from various disciplines with several current models 
of family therapy. We will utilize didactic and experiential methods 
in examining the theoretical and practical issues necessary in 
appropriate assessment and treatment in milieu settings integrating 
various approaches. Special emphasis will be placed on our own group 
process and evolutions, issues of joining and encouragement, work 
within a family's social context, realistic goal setting, and the 
participant's use of self. 
I. Seminar Schedule 
A. Group Intervision and family team sessions will take place 
on Tuesday evenings from 4:30 to 6 p.m. in the Annex on 
the following dates: 
1. September 12 
2. September 19 
3. September 26 
4. *0ctober 10 (2-1/2 hour session) 
5. October 17 
6. October 24 
7. *November 7 (Election Day) 
8. November 14 
9. November 21 
10. December 5 
B. The seminars will take place approximately three weeks per 
month through December 5, 1989. Any modification will be 
discussed with group participants, including the 
arrangement of sessions beyond December 5. 
II. Seminar Description 
A primary goal of the group intervision and family team 
process is the development of a functional staff system that 
encourages participation and dialogue among multidisciplinary 
staff with different levels of experience, training, and 
philosophical beliefs. In order to facilitate significant 
therapeutic conversations, the initial four sessions of the 
seminars will be structured to create a common language utilizing 
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family systems constructs as the guiding theoretical principle. 
The participants and group will subsequently shape the remainder 
of the sessions to meet their own personal and professional needs. 
This collaboration and dialogue will be an ongoing aspect of the 
experience. 
A. Week One — Introduction to the field and to ourselves. 
* Introductions to the structure of our seminar as a 
system: discuss objectives, formats, and ideas. 
* Group activity: 'What's in a Name," "The History of the 
Idea to Arrive," "What is a Healthy Family." Reminder 
to collect photos for September 26. 
B. Week Two — (September 19) — The Family as a System 
* Comparisons/contrasts, between individual, group, and 
family therapy (introduction to family therapy language) 
* Activity in dyads: Family-of-origin sentence 
completion, family floor plan, reintroduction to group 
by dy ads. 
Introduction to genograms—reminder to bring family-of- 
origin genogram and family photos for next week. 
C. Week Three (September 26) — Rituals in Families and 
Family Therapy. 
* Function of rituals 
* Ritual typologies 
* Design elements, including symbolism 
* Family themes (membership, identity, healing, 
celebration, loss) 
* Use of rituals in therapy process 
* Family-of-origin exercises in dyads, including 
discussion of genogram 
* Sharing of family photos 
* Large group activity discussing dyadic work 
* Family sculpting exercise 
D. Week Four (October 10) — Ordinary People 
We will need to allow more time for this seminar since the 
film is about two hours, and we will need additional time 
to share our reactions. 
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III. Videotaping 
As we develop as a team, the incorporation of the use of 
video will become a prominent aspect of our work together. Video 
may be used as an instrument to guide our recognition and 
awareness of group processes and interactions, as an educational 
tool used to illustrate systemic concepts, and as a means of 
intervention in working with families. We will discuss this 
crucial aspect of the seminar experience during the course of our 
sessions. 
IV. Readings and Guest Speakers 
A variety of readings will be available for participants. 
Due to the cost and time constraints involved in photocopying, 
participants can make arrangements to copy articles of interest, 
or borrow books they may not want to purchase. Recommended 
readings will be discussed during each seminar, and the potential 
for acquiring materials will be arranged. 
A range of videotapes and the potential for having guest 
speakers present on special issues in family therapy can be 
arranged depending on the interest of the group. These special 
topics include alcoholism and chemical dependency, sexual abuse, 
family violence, and gender, race, and cultural issues, among 
others. 
V. Summary 
The purpose of our seminar is to expose interns and 
interested staff to a variety of systems theory and techniques 
with a focus on the strategic, systemic, and structural schools of 
family therapy. Didactic presentations will be integrated with 
experiential exercises designed to illustrate concepts and 
formulations of systems therapy. The development of a "family 
team" that incorporates a dialogical framework will be enhanced 
and facilitated by the use of video. The sessions will hopefully 
allow for a variety of views and perspectives to be shared among 
participants, while at the same time allowing for an improved 
degree of consistency and philosophical focus. 
APPENDIX F 
INTERVIEW ASSESSMENT 
1. What is your reaction to our assessment meeting? 
2. What were the major issues or themes that you recognized in 
the meeting? 
3. Who did you most agree with and why? 
Who did you least agree with and why? 
4. Were there issues not discussed that you feel would have been 
important to talk about? 
5. Were the functions of the two groups (case review and rounds) 
more clearly defined as a result of our assessment meeting? 
6. Did you have reservations about being videotaped? 
7. If we did videotape, do you feel the meeting would have been 
dif ferent? 




For approximately 14 years I have had the opportunity and 
privilege of working with children and their families in a variety of 
settings in the capacity of student intern, child care counselor, 
athletic and recreation specialist, community organizer, primary 
therapist and administrator. These settings include an inner-city 
Boys' Club, Juvenile Court and Detention Center, low-income housing 
projects, community mental health clinics, an inpatient and day 
treatment psychiatric hospital, and three residential treatment 
centers. While the focus of my work has been influenced by the agency 
perspective and the point of view of the positions I have held, a 
consistently emerging set of concerns has developed despite the context 
or philosophical lens I have occupied: human service professionals 
more often than not share conflicting ideas about problems and 
solutions that can impede the functioning of clients they serve, and 
paradoxically, that workers with the least amount of training and 
experience assume the most direct care responsibility with clients. 
The history of my idea to focus this study on clinical supervision 
and training with multidisciplinary staff is based on these 
experiences. The relatively contained and limited parameters of the 
day treatment setting serves as a useful systemic arena that is perhaps 
reflective of a broader social dilemma, andone that holds a meaningless 
position in the continuum of care for child and family services. The 
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creation of a comprehensive supervision system that encourages 
appreciation, dialogue and participation among multidisciplinary 
professionals is the purpose of this research. 
During the course of my professional experience and in review of 
the supervision literature, supervision appears generally "discipline- 
centered." That is, supervision and training occur within disciplines 
(clinicians train clinicians, educators train educators, etc.) and 
communication across disciplines is typically rare. As a result, 
treatment plans and interventions are often inconsistent and at times 
conflicting. "Turf issues" between professional groups arise, 
therapists are viewed as being distant and settled in an "ivory tower, " 
and direct care staff are looked down upon as being 
"paraprofessionals." In these traditional programs, the hierarchical 
position of staff influence the rules, roles, attitudes and dominant 
philosophical bias of agencies, often at the expense of quality care. 
It is not surprising that staff burnout, apathy and turnover are 
alarmingly high in specialized day and residential treatment centers. 
My interest in supervision began in 1979 when I assumed leadership 
of a residential treatment unit for 27 adolescent boys ages 14 to 17 
and 10 staff persons primarily at the entry level in their professional 
development. Recognition of the parallel process between the student 
and staff milieu was quite evident at the outset. The program operated 
from crisis to crisis, leadership was unclear, and students were left 
to their own devices in terms of survival. To say that my "interest" 
in supervision was more the result of necessity is an understatement. 
Since I had no formal educational training in supervision and 
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limited theoretical knowledge in psychology at that time (in pursuit of 
a B.A.) I was left with incorporating my personal and intuitive 
resources concerning the "treatment" of students and training of staff. 
My background in athletics and coaching served as the basis and impetus 
for creating a sense of "team" and group connectedness. The guiding 
metaphor for the unit became "there is no * I' in the word team," 
although the necessity for each individual to "work on the 
fundamentals" was paramount to our approach. The fundamentals included 
maintaining a clean and safe atmosphere, treating others with a 
reasonable degree of kindness and respect, recognizing the merits of a 
"planful approach, " and experiencing the self as having the ability and 
desire to contribute. 
Community gatherings and "sitdowns" became a daily ritual and 
increased as the program evolved. Group activities became the norm, 
and a high level of student-to-student, staff-to-student, and staff-to- 
staff interactions were the vehicle for change. Our theme song became 
"when in doubt, sit down and talk about it." Staff's interest and 
creativity incorporated the skills, resources, and limitations of us 
all. The spirit on the unit and love for one another had remarkable 
healing qualities. In my four and one half years in the program, the 
last of which included an administrative position that was considered a 
"promotion," we improved our ability to welcome newcomers, say goodbye 
to valued members, and love one another. The experience at Mt. St. 
John School in Deep River, Connecticut, inspired me to receive more 
formal education and training, yet, perhaps most importantly, enabled 
me to recognize my ability to facilitate significant change and to 
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assume professional responsibility. 
For the next two years I worked in a psychiatric inpatient unit 
for latency-age children at Elmcrest Psychiatric Institute while 
completing requirements for my B.A. in social work. At the same time, 
I was enrolled in the Elmcrest Family Therapy Training Institute, which 
included three hours of exposure each week to various schools of family 
therapy, live family supervision, and videotaping of sessions. My 
experience at Elmcrest helped to shape my view of the professional 
potential in work with children and fmilies, and was the basis for my 
decision to enter Lesley College graduate school in Cambridge, 
Massachusetts, in counseling and psychology. 
My experiences at Lesley College and the exposure to various 
therapeutic philosophies and techniques served to heighten my awareness 
and sensitivity for the widespread problems confronting society and its 
individuals. As part of my secon dyear internship, I accepted a full¬ 
time staff position as a clinical administrator of a unit serving 12 
male adolescents ages 13 to 17 in a residential treatment center in 
Boston, Massachusetts. I was employed on the therapeutic unit for 16 
months and kept a personal journal which later became the basis for my 
comprehensive examination at the University of Massachusetts in 
Amherst. This experinece represented an accumulation of professional 
and academic training that allowed for a higher level of integration in 
a more sophisticated fashion. Despite my increasing graduate training, 
the creation of a loving, caring, and thoughtful environment remained 
the vehicle for therapeutic activity. A case study and subsequent 
article reflecting my experience has recently been submitted to the 
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Journal of Strategic and Systemic Therapies for review. 
Given the personal biography as background, it is now possible to 
identify a number of general assumptions and more specific personal 
beliefs which have become part of my intellectual bias as I proceed 
with this inquiry. While I intend to work hard to understand the 
professional views and experiences of the participants as they describe 
them, their perceptions will be filtered through the accumulation of my 
own beliefs and dispositions. The inclusion of two peer debriefers, 
member checking, and the research committee will be essential in 
helping me to sort out my experiences from the descriptions of 
participants and the emerging information. 
As a systems thinker, the efficacy of organizing multidisciplines 
and encouraging dialogue and participation seems necessary in 
appreciating various perspectives, while at the same time maintaining a 
sense of philosophical consensus. Clinical supervision and training is 
generally not a priority in most programs, both within and across 
disciplines. I believe that programs that organize from crisis to 
crisis lack appropriate levels of supervision that lead to staff 
burnout, apathy, and turnover. Appropriate supervision systems can 
promote the sharing of ideas and views, encourage creativity, and 
support staff development that will enhance the quality of services. 
The inclusion of family therapy training for all staff associated 
with specialized day treatment programs for children and adolescents is 
useful in facilitating appropriate changes in the familial and social 
context for students, and in encouraging families to participate in the 
treatment setting. Family therapy training encompasses group 
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processes, multiple levels of education and awareness, and the use of a 
"common language" among different professionals. The use of 
videotaping as an interventive and training resource is invaluable. 
In the case study previously referred to, I identified four 
developmental stages the student and staff milieus appeared to 
experience, including insulation, transition, integration, and 
confirmation. I will utilize a similar schema for this study and will 
modify the elements to meet the emerging quality of interactions I 
perceive. Based on my past experience and current review of the 
literature, I have selected four functions of supervision with which I 
intend to organize data. These functions include education, support, 
intervention/planning, and administration. 
Finally, a supportive and planful environment in part facilitated 
by an increase in the frequency and duration of multidisciplinary 
supervision sessions is the goal of the training intervention. Herein 
lies the disposition which could put honest inquiry at risk. 
Hopefully, the action-research design that explicitly acknowledges the 
intervention and intended outcome will allow my experiences and 
concerns to work for me by providing a vantage point for study and 
learning. Understanding that my previous history could blind me to 
emerging information is a risk that with thoughtful planning and the 
assistance of mentors and colleagues I feel prepared to take. 
APEENDIX H 
HUMAN SUBJECTS REVIEW 
Abstract for Dissertation Proposal 
Doctoral Form #7A 
Dissertation Title: Clinical Supervision and Training with 
Multidisciplinary Staff in a Day Treatment Program for Emotionally 
Troubled Children and Their Families 
This research proposes to examine the application of a specialized 
supervision and training approach used with multidisciplinary staff in 
a day treatment program for emotionally troubled children ages six to 
twelve and their families. The effects of implementing three 
multidisciplinary supervision sessions per week will be the primary 
data souce. Participants in the study are staff persons and student 
interns representing the Children's Partial hospital program affiliated 
with the Elmcrest Psychiatric Institute in Portland, Connecticut. 
Participants have been requested to take part in the training 
sessions on a voluntary basis. The sessions are described on pages 23 
through 25 of the dissertation proposal. The rights and welfare of the 
participants have been protected through my discussions with program 
administrators who have acknowledged that involvement in the study will 
not influence the employment or position of staff persons or student 
interns. The research committee of Elmcrest has reviewed my 
dissertation proposal and approve the methods and procedures to be 
implemented (see Appendix A of dissertation proposal). Participants 
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are free to withdraw their consent and to discontinue involvement in 
the research at any time without penalty (see Consent Form attached). 
A group session will initially be utilized to describe the 
research methodology to the participants, and will include a 
representative from the Elmcrest Research Committee. Individual 
members will be encouraged to contact the researcher privately 
regarding any questions or concerns they may feel inhibited to express 
in the group introduction. A written consent form explaining the 
research procedures and their purposes will be presented at the group 
introductory session. The privacy and confidentiality of the 
participants will be protected by the use of pseudonyms in any written 
materials. All sources of data described in Chapter 3 of the proposal 
will be reviewed by the dissertation committee and participants only. 
As described in the written consent form, I will not use the names of 
participants or the program during oral presentations without prior 
approval. 
Respectfully submitted, 
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Time Monday Tuesday Wednesday 
7:30- 
8:15 
Mental health workers 
Arrival in classrooms 
Mental health workers 
Arrival 





School in classrooms 
School meeting 
Educational staff 
School in classrooms 
School meeting 
Educational staff 





School in classrooms 
Educational staff 
School in classrooms 
Educational staff 
School in classrooms 
10:00- 
10:30 
Mental health workers 
School break 
Mental heal th workers 
School break 














Art w/ ed. staff & 
mental health workers 
Team A 
Phys ed w/ ed. staff & 
mental health workers 
Team A 
Art w/ ed. staff & 
mental heal th workers 
Team B 
Phys. ed. w/ ed.staff 
& mental health wrkrs 
Team B 
Art w/ ed. staff & 
mental heal th workers 
Team B 
Phys. ed. w/ ed.staff 
& mental health wrkrs 
12:45- 
1:30 
MHW & clinician 
Lunch 
MHW & clinician 
Lunch 




Group therapy for both 
teams w/ clinicians & 
mental health workers 
Group therapy for both 
teams w/ clinicians & 
mental health workers 
Group therapy for both 
teams w/ clinicians & 
mental health workers 
2:30- 
Team A 
Movement group w/ MHWs 
& expressive therapist 
Team A 
Gym group w/ MHWs 
& phys. ed. teacher 
Teem A 
Movement group w/ MHWs 
& expressive therapist 
3:15 Team B 
Activity group w/ 
clinician & MHW 
Team B 




Activity group w/ 


























School in classrooms 
School meeting 
Educational staff 





School in classrooms 
Ed.staff/classroom until 9:30 
9:30-10:00 weekly school 
report - ALL STAFF 
10:00- 
10:30 
Mental health workers 
School break 








12:00 Team A/Group Tx w/ 
clinician/psychiatrist 
Movement Treatment w/ 
Expressive staff & MHW 
Team A 
Physical education 
w/ education staff & 
mental health workers 
lO 
12:45 Team B/Movement Tx 
w/ expressive staff & 
mental health workers 
Team B 
Art 
w/ education staff & 
Group Treatment with 
clinician/psychiatrist 
mental health workers 
12:45- 
1:30 
MHW & clinician 
Lunch 




Group therapy for both 
teams w/ clinicians & 
mental health workers 
All clinical & milieu 
staff; Community Group 
for both Teams 
2:30- 
Outdoor Ed. 1/2 each 




Activity group w/ 
clinician & MHW 
3:15 Music Group, 1/2 each 
group, with same staff 
clinician & MHW 
Team B 
Gym group, phys. ed. 
teacher & MHW 
3:15- 
4:00 
Dismissal, except for 
those in sibling group 
or family therapy 
Dismissal 
Educational staff 
Parent group 5:15-6:30 
Sibling group 5:15-6:30 Family therapy 
Activity group w/ MHW & with clinicians 
expressive therapist 3:30- 
4:30; dinner 4:30-5:15 
4:00 
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